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. Background of Long-Term Care Task Force.

Senate File 2190 (attachment 1) established goals ahd
benchmarks for the lowa long-term care system. Senate File

2190 also established a long-term care task force to-provide

recommendations and strategies in developing the long-term
care system. The Governor vetoed the bill, and in his veto
message (attachment 2) directed the Departments of Elder
Affairs, Human Services and Inspections and Appeals to
make recommendations for improvements in the long-term
care system to be submitted in a written report no later than
October 1, 2004.

The Legislative Council authorized the establishment of a
Long-Term Care Task Force. The Task Force is -authorized
to have three meetings and has the following charge:

Charge: Develop a list or priorities to realize the goal of the

long-term care system in lowa, recommend strategies to

implement the list of measurable priorities, recommend
immediate and long-range steps to be taken in realizing the
system goal, recommend any legislation needed to
implement the task force report and system goal, and -
recommend strategies regarding the use of a universal
assessment and counseling tool to assist individuals in.
making appropriate use of long-term care options.



Il. Recent History of Long-Term Care Legislation in lowa.

During the 2003 and 2004 Sessions of the 80" lowa General Assembly, the followmg
legislation was approved relating to long-term care and services for elders:

2003 SESSION:

SENATE FILE 416 - Dependent Adult Abuse - Facilities, Services, and Information

This Act relates to dependent adult abuse, including elder abuse, emergency shelter,
and support services projects.

The Act directs the Department of Elder Affairs (DEA) to identify area agencies on aging
to implement the projects. The target population of the projects is elders who are
subjects of reports of suspected dependent adult abuse and who are not receiving
assistance under a county management plan. The Act directs DEA to award funds for
the projects in accordance with the state's service contract process.

The Act also includes provisions relating to reports of dependent adult abuse. The Act
allows an agency approved by the Department of Human Services (DHS), not solely the
department, to complete assessments of necessary services and make appropriate
referrals following a report of suspected dependent adult abuse. The Act authorizes
access to founded and unfounded dependent adult abuse information to an employee of
an agency requested by DHS to provide case management or other services to the
dependent adult and to the Long-Term Care Resident's Advocate when the dependent
adult resides in a long-term care facility or when the alleged perpetrator is an employee
of a long-term care facility.

The Act . provides. that dependent adult abuse information determined by a
preponderance of the evidence to be founded is to be sealed 10 years after the receipt
of the initial report, unless good cause is shown why the information should remain
available. Current law provides that information relating to particular cases of
suspected dependent adult abuse is subject to the 10-year time frame. Additionally,
under current law, if a subsequent report of a suspected case of dependent adult abuse
involving the same dependent adult or alleged perpetrator is received by the registry
within the 10-year period, the information:in both reports is then to be sealed 10 years
after receipt of the subsequent report unless good cause is shown. Under the Act, this
timeframe relates only to a subsequent report of founded dependent adult abuse.

- The Act eliminates the provision that dependent adult abuse information which cannot
be determined by a preponderance of the evidence to be founded or unfounded is to be
expunged one year from the date of the initial report. The Act provides instead that
dependent adult abuse information which is determined by a preponderance of the
evidence to be unfounded is to be expunged one year from the date it is determined to
be unfounded, rather than immediately upon determining that it is unfounded.

The Act also provides that if a correction of dependent adult abuse information is
requested and the information is determined to be unfounded, the information is to be
expunged one year from the date it is determined to be unfounded rather than
immediately.



HOUSE FILE 386 - Policy and Services for the Elderly

This Act relates to the Department of Eilder Affairs (DEA) and the Elder lowans Act. The
Act amends definitions and other provisions to be consistent with the federal Older
Americans Act and specifies the programs and services that DEA is to- prowde or
admlnlster

“The Act specifies that the Long-Term Care Re3|dent's Advocate is to advocate for .
residents of long-term care facilities excluding those facilities licensed primarily to serve

-persons with mental retardation or mental iliness. The Act decreases the number of

times that the Commission on Elder Affairs is required to meet from six to four times -
annually. The Act eliminates the Elder Law Education Program, which ended operation
in FY 1992-1993 due to discontinuation of the appropriation; eliminates the role of DEA

in the representative payee program, which is currently sponsored locally; eliminates
the directive to DEA to develop and disseminate information regarding Medicare

supplemental insurance policies as this function is performed by the Insurance Division

of the Department of Commerce; and makes conforming changes.

HOUSE FILE 558 - Disclosure of Information to Subjects of Chlld or Dependent
Adult Abuse Reports

This Act authorizes the Department of Human Services to disclose informatiOn
regarding the listing of an individual in the Child-or Dependent Adult Abuse Registry or

the Sex Offender Registry when the disclosure is necessary for the protection of a child .
or dependent adult. The disclosure is limited, as applicable, to persons who are the

subject of a child abuse report (the child, child's parent, guardian, or legal custodian,

person named in the report as having committed the abuse, and attorneys. for these

persons) or the subject of a dependent adult abuse report (the dependent adult, adult's

guardian, custodian, or guardian ad litem, person named in the report as having -
committed the abuse, and attorneys for these persons).

HOUSE FILE 560 - Medical Assistance - Home and Community-Based Services

This Act relates to home and community-based services (HCBS) waivers under the
Medical Assistance (Medicaid) Program.

The Act, in part, provides that a case manager for an HCBS waiver may terminate the
contract of a person providing consumer-directed attendant care services if the case
manager determines that the person has breached the contract by not providing the
‘services agreed to under the contract.

HOUSE FILE 672 - Adult Day Services
This Act establishes regulatory provisions for adult day services.

Under prior law, provisions relating to regulation of adult day services consisted of -
development of a system of oversight by affected state agencies, industry
representatives, and consumers under the Department of Elder Affairs (DEA).



Under the Act, new Code Chapter 231D is created to provide for the regulation of adult
day services under DEA with enforcement provided by the Department of Inspections
and Appeals (DIA). The Act directs DEA to establish a program for certification -and
monitoring of, and complaint investigations related to, adult day services. The rules and
standards are to be formulated in consultation with DIA and affected - industry,
professional, and consumer groups. In addition to rules, interpretive guidelines are also
to be issued. The Act requires all adult day services programs to be certified by DIA.

- The Act establishes application and fee requirements; provides a procedure for denial,
suspension, or revocation of cettification; provides an:appeals process, emergency
provisions, and for conditional operation of a program; provides for DIA to be notified of
casualties relative to an adult day services program; provides a complaint process;
provides for disclosure of final findings by DIA related to monitoring evaluations or
complaint investigations; provides penalties for noncompliance with certification:
requirements and enforcement of the provisions of the chapter; prohibits retaliation by
an adult day services program; provides for nursing assistants and -medication aides to
claim work within adult day services programs as credlt toward certifi catlon -and
provides for fire and safety standards.

The Act also requires DIA, in consultation with DEA and the .Department of Public
Safety, to submit a written report to the General Assembly. and the Joint Appropriations
Subcommittee on Health and Human Services regarding implementation of the Act.
The Act also provides that if an adult day services program for persons with mental
retardation is voluntarily accredited prior to July 1, 2003, DIA is to accept the voluntary
accreditation as the basis for certification for the period beginning July 1, 2003, and
ending June 30, 2004. This provision takes effect May 30, 2003.

HOUSE FILE 675 - Regulation of Elder Family Homes, Eider Group Homes, and -
Assisted Living Programs Fire and Safety Standards

This Act provides for regulatron of elder group homes and assisted living programs and
eliminates the Code chapter relating to elder family homes.

The Act provides for regulation of elder group homes by the Department of Elder Affairs
(DEA) and for inspection and certification of elder group homes by the Department of
Inspections and Appeals (DIA). The Act changes the definition of "elder group home" to
‘mean a single-family residence operated by a person, rather than being the residence
of the person providing the room, board, and personal care to elders. The Act also
provides that rather than being owner-occupied or owned by a nonprofit corporation and
occupied by a resident manager, the elder group home is required only to be staffed by
an on-site manager 24 hours per day, seven days per week '

The Act provides for regulation of assisted living programs. The Act requrres DEA to
establish policy and DIA to provide enforcement with regard to assisted living programs.
The Act defines assisted living programs as those programs providing housing with
services to three or more tenants, rather than to six or more tenants as under prior law.
Division Il of H.F. 683 revised provisions of this Act relating to continuing care
retirement communities as follows: Language enacted in this Act, H.F. 675, relating to
continuing care retirement communities (CCRCs), provides that a CCRC that complied
with the chapter of the Code relating to retirement facilities (Code Chapter 523D) would



not be held in violation. of the. assisted living program chapter if the CCRC provides
services to independent living residents. The provision in H.F. 683 provides instead that
a CCRC may provide limited personal care and emergency response services to its -
independent living tenants under certain conditions.

The Act directs DEA to establish, by rule, a program for certification and monitoring of
assisted living programs. The rules are to be formulated in consultation with DIA and
affected .industry, professional, and consumer groups. In addition to the adoption of
rules, DEA is also to issue interpretive guidelines. Each assisted living program in the
state is to be certified by DIA. If an assisted living program is voluntarily accredited by a
recognized accrediting entity, DIA is to certify the program based upon the voluntary
accreditation. The Act provides that DEA may establish, by rule, a special classification
for affordable assisted living programs and is to adopt rules regarding the conducting or
‘operating of another business or act|V|ty in the distinct part of the physical. structure in
which the assisted living program is provided.

The Act specifies requirements for written occupancy agreements and provides a
process for involuntary transfer of a tenant. The Act provides for filing and disposition of -
complaints; provides for an.informal review of contests to the results of a monitoring -
evaluation or complaint investigation; provides for public disclosure of the final findings
. of a monitoring evaluation or complaint investigation; provides the bases for denial,
suspension, or revocation of certification and for conditional operation of a program;-
provides for notice, appeal, and emergency provisions relating to a denial, suspension,
or revocation of certification; provides for notification of DIA of any casualties at an.
assisted living program; prohibits retaliation by the program; provides for application of
civil and criminal penalties for certain violations and for injunctive relief; provides for.
nursing assistants and medication aides to claim work within an assisted living program -
as credit toward their certification; provides transitional provisions; establishes
certification and related fees; provides that the Uniform Residential Landlord and Tenant
Act applies to assisted living programs; and provides for transition of departmental staff.

2004 SESSION:

SENATE RESOLUTION 180 - This resolution requests the Senate leadership to
establish a blue ribbon elder services planning group to develop a plan for unifying the
state administration of services utilized by elderly lowans who are age 60 or older.
(attachment 3) ‘

SENATE FILE 2183 - Long-Term Care Asset Dlsregard Incentive Program -
VETOED BY THE GOVERNOR

This bill would have established an lowa Long-Term Care Asset Disregard Incentive
Program. administered by the Department of Human Services and the Insurance
Division of the Department of Commerce.

HOUSE FILE 2146 - Sex Offender Registration Requirements - Incest Committed
Against Dependent Adult



This Act requires a person who is convicted of incest against a dependent adult as
defined in Code Section 235B.2 to register as a sex offender. Under current law, only a
person who commits incest against a minor has to register as a sex offender.

HOUSE FILE 2378 - Medical Asmstance Trusts - Payment Rates

This Act relates to the income limits for medlcal assistance income trusts, also known
as Miller Trusts. In order to qualify for payment of nursing facility care under the
Medical Assistance (Medicaid) Program, a person must have income that is less than
three times the federal Supplemental Security Income Program's benefit level. Many
individuals have too much income to qualify for Medicaid payment of facility care, but’
have too little income to pay for the care. Federal law requires states to cover nursing
~facility care for “individuals with .income over the income limit by allowing for the
establishment of a specific type of. trust (medical assistance income trust in lowa) to
allow for the diversion of income. Because monthly income paid into the trust is not
counted in determining the individual's income, the |nd|V|duaI can then meet Medicaid
Program eligibility requirements.

‘Medical assistance income trusts have requirements as to the disposition of payments
made from the trust. In determining the disposition ‘of payments from the trust, the

average statewide charge for certain types of care is utilized. Under current law, the
levels of care referenced do not reflect recent changes made in- the Medicaid
reimbursement system. Under this Act, the levels of care are changed to reflect the
current reimbursement system and to allow higher rates for special types of care to be
taken into consideration in determining disposition of payments from the trust. The Act -
eliminates two levels of care related to skilled nursing facility care and provides for a -~
determination of the charge for care or specialized care provided in a nursing facility.
Specialized care includes such care-as Alzheimer's care received by an adut, skilled
nursing facility care received by-a child, or skilled nursing facility care for neurological
disorders received by a child or an adult.

HOUSE FILE 2514 - Dementla-SpeCIf' ¢ Alternative Living - VETOED BY THE
GOVERNOR

This bill related to the implementation of a pilot pro;ect for dementia-specific altematlve _
living.

SENATE FILE 2298 - Government Fundmg, Admmlstratlon and Regulation -
Appropriations and Miscellaneous Changes

Division VI of this Act, Senior Living and Hospital Trust Funds, provides, in part, for a
~new Code provision creating a Senior Living Revolving Loan Program Fund to provide
financing for the construction of affordable assisted living and service-enriched
affordable housing for seniors and persons with disabilities and creates a Home and
Community-Based Services Revolving Loan Program Fund to further the goals of DEA,
adult day services, respite services, and congregate meals by expanding facilities and
“infrastructure that provide adult day services, respite services, and congregate meals
that address the needs of persons with low incomes. (attachment 4)



lil. Attachments.

The following documents are attached to this background statement:

34941C

Attachment 1: Senate File 2190: Establishing a Long-Term Care Task Force.
Attachment 2: Governor's veto message for Senate File 2190.

Attachment 3: Senate Resolution 180: Requesting the Senate leadership to
establish a blue ribbon elder services planning group.

Attachment 4: Senate File 2298, Division VI, establishing Code section 16.183,
Home and Community-Based Services Revolving Loan Program Fund.

Attachment 5; Listing of the types and capacity of long-term care options for
elders regulated by the lowa Department of Inspections and Appeals.

Attachment 6: A Profile of Older Americans: 2003, compiled by the U.S.
Department of Health and Human Services, Administration on Aging.

Attachment 7: Long-Term Care in lowa Long-Range Plan materials, provuded by
the lowa Department of Elder Affairs.

Attachment 8: Materials provided by the lowa Department of Human Services.
Attachment 9: Materials provided by the lowa Departmen't of Public Health.
Attachment 10: Materials provnded by the lowa Department of Inspections and

_ Appeals
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Senate Flle 2190
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SENATE FILE 2190
AN ACT
RELATING TO THE DEVELOPMENT OF THE LONG=TERM CARE SYSTEM IN
TOWA.

BE IT ENACTED BY THE GENERAIL ASSEMBLY OF THE STATE OF IOWA: -

WO & WD

‘Section 1. ‘GOAL OF IOWA'S LONG=TERM  CARE SYSTEM. The

10 general assembly finds and declares that the goal of Iowa's
11 long=term care system is to ensure residents access to an
‘12 extensive range of high=quality long=term care options that
13 maximize independence, choice, and dignity through the

14 develbpment_of a comprehensive system of community=based and
15 institutional long=term care options that provide affordable,
16 high=quality, cost=effective services and other.supports

17 delivered in the most integrated, life=enhancing setting. The
18 generdl assembly finds and declares that information regardlng
19 all components of the long=term care system must be

20 effectively communicated to all those potentially impacted by
21 the need for leng=term care in order to empower consumers to
22 make decisions about how best to meet their own long= term care
23 needs.

24  Sec. 2. BENCHMARKS. - The following benchmarks shall be

25 used in measuring the state's progress in realizing its goal
26 for the long=term care system: - :

27 1. Reducing the number of nursing home beds from the
current ninety=one per one thousand persons for -individuals
29 sixty=five years of age or .older. :
30, - 2. Increasing the percentage of Medicaid long=term care
31 dollars expended on community=based services.

32 3.  Increasing the proportion of Medicaid long—term ‘care
33 dollars expended on consumer=directed care.

34 4. Increasing the percent of prov1ders having and using
35 consumer satisfaction surveys.

1 5. Reducing the use of nursing homes for individuals

2 sixty=five years of age and older who have relatively few

3 disabilities.

4 6. Improving satlsfactlon with the long—term care system
5 by both providers and consumers.

6 7. Increasing the proportlon of frail elders receiving
7-assistance from family caregivers.

8 8. Increasing the proportion of Iowans with private long=
9 term care insurance coverage.

10 Sec. 3. LONG=TERM CARE SYSTEM TASK FORCE."

11 1. A long=term care system task force is created

12 con31st1ng of the following méembers:

13 a. Five members of the senate and fivé members of the’

14 house of representatlves, serving as voting members. The

15 legislative members shall be appointed by the majority leader
16 of the senate, after consultation with the president of the
17 senate and the minority leader of the senate, and by the

18 speaker of the house, after consultation with the majority

19 leader and the minority leader of tlie house of

20 representatives. -Appointments shall comply with sections
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69.16 and 69.16A. Vacancies shall be filled by .the original

-appointing authority and in the manner of the original

appointment. : ]

b. A representative of the governor's office, serving as
an ex officio, nonvoting member.

c. An individual with expertise in long=term care,
selected by the legislative ‘council, serving as an ex off1c1o,
nonvoting member. )

d. The director of human services, the diréctor of public
health, the director of the department of elder affairs, and-
the director of the department of inspections and appeals, or
the directors' designees, serving as ex officiol nonvoting
members.

. 2. Nonleglslatlve members shall receive actual expenses
incurred while serving in their official capacity.
Legislative members shall receive per diem compensation and
expenses pursuant to section 2.12.

‘3. The individual with expertise in long=term care,
selected by the legislative council, shall act as chairperson
of the task force. A majority of the votlng members of the
task force shall constitute a quorum.

4. - The task force shall submit a report to. the general
assembly by December 15, 2004, whlch includes all’ of the
following:

a. A list of priorities developed by the task force to

" realize the stated goal of the long=term care system in Iowa.

b. Strategies recommended by the task force to implement
the priorities listed that are measurable utilizing the
benchmarks established.

c. Recommendations of immediate and long=range steps to be
taken in realizing the goal of the long=term care system.

d. Any recommendations of legislation necessary to
implement the’ work of the task force and to realize the goal
of the long=term care system in Iowa. :

e. Strategies recommended by the. task force regarding the

use of a universal assessment and counseling tool to assist

‘individuals in making appropriate use of long—term care

options.

JEFFREY M. LAMBERTI
President of the Senate-

CHRISTOPHER C. RANTS
Speaker of the House

I hereby certify that this bill originated in'the_Senate and.

is known as Senate File 2190, Eightieth General Assembly.

MICHAEL E. MARSHALL
Secretary of the Senate
Approved , 2004

http://coolice.legis.state.ia.us/legislation/enrolled/SF2190.html.

Page 2 of 3

- 9/3/2004

r



"~ Page 3 of 3

4 11 THOMAS J. VILSACK
"4 12 Governor
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- Veto Message
May 14, 2004

The. Honorable Chester Culver
Secretary of State

_ State Capitol Building
LOCAL '

: Dear Mr. Secrétary: -

- | hereby transmit Senate File 2190, an Act relating to the development of the long-term care system in lowa.

\_Nith the establishment of the Senior Living Trust, lowa began the formation of a three pronged long-term care systermi
Today, in-home care, assisted living, and skilled nursing care are available to lowans. lowa must continue the course
begun with the Senior Living Trust.

Another task force, especially one that does not draw on the expertise of those providing care or the executive branch
department employees involved in elder care, will not improve our current system. The legislation establishes a task

. force, which is not designed to make meaningful recommendations; and for that reason, I cannot and will not approve
Senate File 2190.

" What is needed is continued evaluations between the Department of Elder Affairs, Department of Human Services, ar
Department of Inspections and Appeals with the assistance of experts in the field of long-term care to make
recommendations as to how lowa could build upon the system already in place. With this veto message, | am directing
the department heads from the aforementioned agencies to prepare a joint and agreed upon report with
recommendations for improvements to our current long-term care system. | expect that report no later than October 1,
2004. The directors should seek to comply with the spirit of Senate File 2190 by outlining

practices and benchmarks by which to gauge short-term and long-term success.

. For the above reasons, I hereby respectfully disapprove Senate File 2190.
Sincerely,

Thomas J. Vilsack
Govemnor

TJV:ijme

cc: Secretary of the Senate
Chief Clerk of the House

http://www.legis.state.ia.us/GA/80GA/Session.2/Affected/VSF2190.htm 8/4/2004
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‘Concurrent and Simple Resolutions, and
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SENATE. RESOLUTION NO.
BY TINSMAN
A Resolution requesting the Senate leadership to
establish a blue ribbon elder services planning group
to develop a plan for unifying the state administration
of services utilized by elderly Iowans who are age
sixty or older. : :
WHEREAS, Iowa's services for persons who are
elderly provide an important element in the community
life of the state; and
WHEREAS, Towa's services for these populations,
while of high quality, are amenable to improvement
through consideration of the state's role in
administering the services; NOW THEREFORE,.
BE IT RESOLVED BY THE SENATE, That the Senate
leadership is requested to establish a blue ribbon
elder services planning group to develop a plan for
unifying the state administration of services utilized

- by elderly Iowans who are age sixty or older and the

plan should address options for implementing the
unification through legislation, funding.changes, or
other appropriate means and shall.address the services
paid for or provided.to elderly Iowans by the
departments of elder affairs, human services, and
public health; and

BE IT FURTHER RESOLVED, That the departments that
are the focus of the planning process are requested to
provide staffing services for the planning group and
the plan should be submitted to the Senate when it is
completed; and

BE IT FURTHER RESOLVED, That the unification plan

‘should be designed to achieve the following goals:

1. Provide for a more effective delivery of
services to persons who are elderly.

2. Create financial efficiencies.

3. Create more accountability; and

BE IT FURTHER RESOLVED, That the appointments
necessary for the planning group be made by the Senate
Majority Leader in consultation with the Senate
Minority Leader and that the membership -of the
planning group should include the following:

1. The directors of the three departments or the
directors' designees. )

2. A director of an area agency on. aging..

3. A representative of the governor.

4. A representative of the banking industry in
this state who has. significant experience with
reorganization or restructuring of agencies.

5. The chief executive officer of a united way
organization located in Iowa. '

Page 1 ot2
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6. The president of an Iowa résource center for
nonprofit organizations.

7. The president of the university of northern
Iowa. )

"8. The chairman of the board of the largest
private employer in the state. '

9. Bn individual retired as president of the
state's largest private health insurer who has served
as mayor of Iowa's largest city.

10. The head of the AARP Iowa chapter.

11. The chief executive officer of an Iowa=based
financial services company ranked by Fortune Magazine
as sixth among life and health companies.

12. Two members -of the senate.

LSB 7131S8S 80 ’

jp/sh/8.2
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AP THich et é‘ :

Sec. 171 NEW SECTION. 16.183 HOME AND COMMUNITY—BASED
SERVICES REVOLVING LOAN PROGRAM FUND.

1. A home and community=based services revolving loan
program fund is created within the authority to -further the
goals specified in section 231.3, adult day services, respite
services, and congregate meals. The moneys in the home and
community=based services revolving loan program fund shall be
used by the authority for the development and operation of a
revolving loan program to develop and expand facilities and
infrastructure that provide adult day services, respite
services, and congregate meals that address the neéds of
persons with low incomes.

2. Moneys received by the authorlty from the senior 11V1ng
trust fund, transferred by the authority for deposit in ‘the
home and community=based services revolving loan program fund,
moneys ‘appropriated to the home and community=based services
revolving loan program, and any other moneys available to and
obtained or accepted by the authority for placement in the
hoime and community=based services revolving loan program fund
shall be deposited in the fund. ‘Additionally, payment of
interest, recaptures of awards, and other repayments to- the
senior living revolving loan program fund shall be deposited
in the fund. Notwithstanding section. 12C.7, subsection 2,
interest or earnings on moneys in the home and community=based
services revolving loan program fund shall be credited to the
fund. Notwithstanding section 8.33, moneys that remain
unencumbered or unobligated at the end of the fiscal year
shall not revert but shall remain- available for the same
purpose in the succeeding fiscal year.

3. The authority, in cooperatlon with the department of
elder affairs, shall annually allocate moneys available in the
home 'and ‘community=based services revolving loan program fund
to develop and expand facilities and infrastructure that
provide adult day services, respite services, and congregate
meals that address the needs of persons with low incomes.

4. The authority shall adopt rules pursuant to chapter 17A .

to administer this section.

http://coolice.legis.state.ia.us/legislation/enrolled/SF2298 html.
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HetacinatS

‘ Types and capaclty of long—term care options for elders regulated by the
~ Department of Inspections and Appeals ' - :
(as provided by DIA health facilities website: https //dla-hfd iowa. gov/DIA HFD/Home.do)

NF _ ‘
"Nursing Facilities" are institutions or distinct parts of institutions housing three of more
individuals for a period exceeding 24 consecutive hours, whose primary purpose is to
provide health-related care and services, including rehabilitation, for individuals who

. because of mental or physical condition, require nursing care and other services in
_addition to room and board. Nursing facilities do not engage primarily in providing
treatment or care for mental illness or mental retardatlon Deﬁmtlon is found in

Chapter 135C of the Code of lowa.

TOTAL NF =440"

TOTAL CAPACITY OF NF = 32898 -

CCDI1 '

"Chronic Confusion or Dementing Illness" is a special hcense classification for nursing
facilities or a special unit within such a facility providing care to persons who suffer from
. chronic confusion or dementing Illness. Reference to Chronic Confusion of Dementing
Tllness Units is made in the acts and joint resolutions of the 1990 regular session of the
_ Seventy-Third General Assembly of the State of lowa -

TOTAL CCDI = 107 '

TOTAL CAPACITY OF CCDI = 2143

RCF '

"Residential Care Facilities" are institutions, places bulldmgs or agencies providing
accommodation, board, personal assistance and other €ssential daily living activities for
a period exceeding 24- consecutive hours. Individuals living in a residential care facility .
are unable to sufficiently or properly care for themselves because of illness, disease, or
physical or mental infirmity, but do not require the serv1ces of a registered or licensed
practical nurse, except for emergencies.

Definition is found in Chapter 135C of the Code of Iowa.

TOTAL RCF = 162 '

TOTAL CAPACITY OF RCF = 5445

ALP (Assisted lemg Program)

ALP-provision of housing with services, which may mclude but are not limited to health-related
care, personal care, and assistance with instrumental activities of daily living, to

three or more tenants in a physical structure, which provides a homelike environment.

Includes encouragement of family involvement, tenant self-direction and tenant

participation in decisions. '

TOTAL ALP =182 ‘

TOTAL CAPACITY OF ALP = 7811

EGH (Elder Group Home) :

EGH-a single family residence that is operated by a person who is prov1d1ng room, board,
and personal care to three to five elders who are not related to the person providing the
service within the third degree of consangmmty or affinity:

TOTAL EGH=13

TOTAL CAPACITY OF EGH = 8§



HHA :
" "Home Health Agencies" provide skilled nursing services and at least one of the following
other therapeutic services: physical, speech or occupational therapy, medical social
services of home health aide services to patients in their residences. The services must
follow a written plan of treatment established by each patients attending physician in
conjunction with agency staff Definition is found in Title 42 in the Code of Federal
Regulations. - :
+ TOTAL HHA =237 -

TOTAL CAPACITY OFHHA =0

HOSPICE
"Hospice" care is an alternative way of caring for termmally il individuals which stresses
pall1at1ve care (medical relief of pain) as opposed to curative orrestorative care. Hospice
care is not limited to medical aspects, but addresses all physical, psychological and
. spiritual needs of the patient and emotional needs of the patient's family. The emphasis
* of the hospice program is in keeping the hospice patient at home with his or her family -
“and friends as much as possible. Definition is found in Title 42 in the Code of Federal
“Regulations and 1357 of the lowa Administrative Code. Hosp1ce licensure is a
- voluntary licensure program.
TOTAL HOSPICE =75
TOTAL CAPACITY OF HOSPICE = 58

HOSPITAL - '

A "swing-bed hospital" is a hospital which ‘has a Med1care prov1der agreement and meets

- the following requirements to be granted approval from the Health. Care Financing -
‘Administration of the U. S. Department of Health and Human Services to provide posthospital
extended-care services.

" The hospital must have fewer than 100 hospitals beds, excluding beds for newborns
intensive-care beds; certified nursing facility/skilled nursing facility distinct parts; and
distinct-part psychiatric and rehabilitation units excluded from the medicare. prospect1ve

" payment plan.

: Hosp1tals with 50-99 hosp1tal beds must have transfer agreements with all skilled

" - nursing facilities within a 50 mile radius of the hospital.

The hospital must be located in a rural area: Rural areas are all areas not delineated
as "urban" by the U.S Census Bureau, based on the most recent census.

" The hosp1tal has not had swmg-bed approval termmated within the two years -

previous to application.
-The hospital Is substantlally in comphance with the followmg skilled nursmg facility
requlrements
type='a’ resident rights;
admission, transfer and discharge rights;
- resident behavior and fac1l1ty practlce
patient activities;
social services;
discharge planning;
Speci‘alized rehabilitative services; and
dental services.
Definition is found in Title 42 in the Code of Federal Regulatmns
" TOTAL HOSPITAL =62
~ TOTAL CAPACITY OF HOSPITAL = 9936

ADS (Adult Day Services)

ADS-an organized program providing a variety of health social, and related support
services. for 16 hours or less in a 24-hour period to two or more persons w1th a functional
1mpa1rment on a regularly scheduled contractual basis.



_TOTAL ADS=33
TOTAL CAPACITY OF ADS =0

HSP—NF '
A hospital based distinét part nursing facﬂlty isa des1gnat10n of beds by floor; wing or

* contiguous room designation that denotes an organizational and phys1ca1

. TOTAL HSP-NF=18
- TOTAL CAPACITY OF HSP-NF = 1041

HSP-SNF
© A hospital based distinct part nursing facility is a designation of beds by ﬂoor wing-or
contiguous room désignation that denotes an orgamzatlonal and physical
. TOTAL HSP-SNF = 11
TOTAL CAPACITY OF HSP-SNF = 1.7_87' :

- HSP-SNF/NF

A hospital based distinct part nursing fac1hty is'a designation of beds by floor, wmg or
contiguous rooin designation that denotes an orgamzatlonal and physical -

TOTAL HSP-SNF/NF = 21 _

TOTAL CAPACITY OF HSP-SNF/NF =750

- “ALPD (Assisted living program—dementia specific)
-Dementia-specific assisted living program- a program that serves five or more tenants
with dementia between Stages 4 and -7 on the Global Deterioration Scale and bold itself
" out as providing specialized care for persons with demenna in a dedicated setting.
TOTAL ALPD =13 :
TOTAL CAPACITY OF ALPD = 663
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. Highlights *

e The older population (65+) numbered 35.6 rmlhon n 2002 an increase of 3.3 million or
10.2% since 1992.

- o The number of Americans aged 45-64 — who w111 reach 65 over the next two decades —
" increased by 38% durrng this decade.
e - About one in every eight, or 12.3 percent, of the populatlon is an older American.
e Over 2.0 million. persons celebrated their 65th birthday in 2002. :
~ Persons reaching age 65 have an average life expectancy of an additional 18 1 years (19 4 -
7 years for females and 16.4 years for males). '
e - Older women outnumber older men at 20. 8 mllhon older women to 14.8 Imlhon older
. men. '
e Older men were much more likely to be married than older women--73% of men vs. 41%
of women (Figure 2). Almost half of all older women in 2002 were widows (46%).
e About 31 percent (10.5 million) of nomnstltutlonahzed older persons live alone 7.9
million women, 2.6 million men).
e Half of older women age 75+ live alone.
e Almost 400,000 grandparents aged 65 or more had the pnmary respons1b111ty for their
- grandchildren who lived with them.
By the year 2030, the older population will more than double to 71 5 million.
o The 85+ population is pI'O_]CC'[ed to 1ncrease from 4, 6 mllhon in 2002 to 9:6 million'in
2030.
e Members of minority groups are prOJected to represent 264 percent of the older
~ population in 2030, up from 16.4 percent in 2000.
e The median income of older persons in 2002 was $19,436 for males and $11,406 for
' females. Median money income of all households headed by older people (after
adjusting for inflation) fell by —1.4% from 2001 to 2002 however, this dlfference was not
statistically significant. -
¢ The Social Security Administration reported that the major sources of income for older
- people was:
o Social Security (reported by 91 percent of older persons)
o Income from assets (reported by 58 percent),
o Public and private pensions (reported by 40 percent), and
o Earnings (reported by 22 percent).
~ o About 3.6 million older persons lived below the poverty level in 2002 The poverty rate
for older persons was 10.4% in 2002 which is not statistically different from the rate in
2001. Another 2.2 million or 6.4% of the elderly were classified as "near-poor” (income
between the poverty level and 125% of this level)

*Principal sources of data for the Profile are the U.S, Bureau of the Census; the National Center
on Health Statistics, and the Buréau of Labor Statistics. The Profile incorporates the latest data
: avallable but not all items are updated on an annual basis.



The Older Population

~ The older population--persons 65 years or older--numbered 35.6 million in:2002 (the most recent year

for which data are available). They represented 12.3% of the U.S. population, about one in every eight

Americans. The number of older Americans increased by 3.3 million or 10.2% since 1992, compared to

‘an increase of 13.5% for the under-65 populatlon However, the number of Americans aged 45-64 — who.
will reach 65 over the next two decades — increased by 38% during this period.

In 2002 the're were 20.8 million older women and 14.8 million older men, Or a sex ratio of 141 women
for every 100 men. The female to male sex ratio increases with age, ranging from 116 for the 65-69 age
group to a high of 230 for persons 85 and over.

Since 1900, the percentage of Americans 65+ has tr1p1ed (from 4, 1% in 1900-to 12.3% in. 2002), and the
" number has increased eleven times (ffom 3.1 million to 35:6 million), The older population itself is :
. getting older: In 2002, the 65-74 age group (18.3 million) was eight times larger than in 1900, but the 75- -
-84 group (12.7 million) was more than 16 times larger and the 85+ group (4.6 mllllon) was almost 38

- times larger. :

In 2001,  persons reaching age 65 had an average life expectancy of an add1t10nal 18 1 years (19 4 years
~ for females and 16.4 years for males). -

A Chlld born in 2001 could expect to live 77.2 years, about 30 years longer than a child born in 1900.
Much of this increase occurred because of reduced death rates for children and young adults. However,
the past two decades have also seen reduced death rates for the population aged 65-84, especially for men
— by 29.0% for men aged 65-74 and by 22.5% for men aged 75-84. Life expectancy at age 65 increased
by only 2.5 years between 1900 and 1960 but has 1ncreased by 3.8 years from 1960 to 2001. '

“Over 2.0 million persons celebr‘ated their 65th birthday in 2002. In th_e same year, about 1.8 million
. persons 65 or older died. Census estimates. Showed an annual net increase of approximately 249, 000

There were- 50 364 persons aged. 100 or-more 1_n 2002 (0.02% of the total population). This is a 35%
increase from the 1990 ﬁgure of 37,306.

(Data for this section were compiled primarily from Internet releases of the U.S: Bureau of the Census
and the National Center for Health Statzsttcs)



: Future Growth

" The older populatlon will contmue to grow 51gn1ﬁcant1y in the future (see Figure 1). This growth slowed
somewhat during the 1990's because of the relatively small number of babies born during the Great

Depression of the 1930's. But the older population will burgeon between the years 2010 and 2030 when
the "baby boom" generation reaches age 65 '

" By 2030, there will be about 71 5 million older persohs more than twice their number in 2000. People
- 65+ represented 12.4% of the population in ‘the year:2000 but are expected to’ grow'to be 20% of the .

,populatlon by 2030. The 85+ populatlon is pro_]ected to mcrease from 4.6 mllhon m 2002 t0 9.6 m11110n
in 2030. _

- Minority populations are pro_lec'ted 1o repreSent'ZG 4% of the elderly populatlon in 2030, up from 17.2% .
in 2002. Between 2000 and 2030, the white** population 65+ is projected to increase by 77% compared '

- with 223% for older minorities, mcludmg Hlspamcs (342%), African-Americans** (164%), American
"Indlans Eskimos, and Aleuts** (207%), and A51ans and Pacific Islanders** (302%).

Flgure 1 Number of Persons 65+
1900 2030 (numbers in mllllons)

1900 1920 1940 1960 1980 1990 2000 2010 2020 2030
-~ Year (as of July 1)

" Note: Increments-in years are uneven. :
(Sources: Projections of the Population by Age are taken from the January 2004 Census Internet
Release. Historical data are taken from " 65+ in the United States," Current Population Reports,

Spectal Studtes, P23-190. Data for 2000 are from the 2000 Census and 2002 data are taken from the
Census esttmates for 2002, ) _ ‘



Marital S_t_atus -

' In 2002, older men were much more 11kely to be ma.rrled than older WOmen—-73% of men 41% of women'
(Figure 2). Almost half of all older women in 2002 were \mdows (46%) There were over four times as
fmany widows (8.9 mllhon) as widowers (2 0 million). : :

Divorced and separate'd (including man‘ied/spouse absent) older persons represented only 10% of all older
persons in 2002. However, this percentage has increased since 1980 when' approxunately 5.3% of the
older population were divorced or separated/spouse absent.

Figure 2: Marital Status of Persons 65+ - 2002 . .
0%
- 60% - ‘ ' -
50% r EWomen ®Men
40% - o '
| -30% -
20% e 10% 9
10% - 4% 4%
0% - i - |
Married Widowed  Divorced or Single (never
Separated/ married)
Spouse
"~ Absent

(Based on Internet releases of data from the 2002 Current Populatton Survey of the U.S. Bureau of the
Census)



'-Liv'in'g Arrangements

Over half (53.6%) the older nonmstltutlonahzed persons llved with the1r spouse in 2002 Approx1mately
10.2 million or 72% of older men, and 7.8 million or 40% of older women, lived with their spouse

- (Fi 1gure 3). The proportion living with their spouse decreased with age especially for women. Only 28.8%
- of women 75+ years old lived with a spouse. ****

About 30% (10.5 million) of all noninstitutionalized older persons in 2002 lived alone (7.9 million
‘women,-2.6 million men). They represented 41% of older women and 18% of older men. The proportion
' living alone increases - with advanced age. Among women aged 75 and over, for example, half (49.4%)

s 11ved alone (in 2000) : _

' 'About 633 000 grandparents aged 65-or over malntamed households in which grandchlldren were present

- in 1997. In addition, 510,000 grandparents over 65 years lived in parent- maintained households in which -
- their grandchlldren were present, In 2000, almost 400,000 grandparents over 65 years old were the
persons with primary responsibility for their grandchﬂdren who lived with them.

While a relatively small pumber (1.56 million) and percentage (4.5%) of the 65+ popuilation lived in

nursing homes in 2000, the percentage increases dramatically with age, ranging from 1.1% for persons

65-74 years to 4.7% for persons 75-84 years and 18.2% for persons-85+. In addition; approximately 5%

~ of the-elderly lived in self-described senior housing of various types ‘many of which have supportive
'servxces available to their res1dents

7' F igu"re 3: Living Arrangemerts of Persons 65+: 2002

g living WIth spouse E ~ @living with spouse

mlvingalone - ' mliving alone .-
DOthe’r : . o O Other

(Based on data from U.S. Bureau of the Census. See:- March 2002 Current Populatton Survey
Internet releases. See also: "America’s Families and Living Arrangements; Population =~ '

- Characteristics: June, 2001, Current Population Reports, P20-537” and “The 65 Years and Over .

-Population: 2000, Census 2000 Brief, October, 2001” as well as other Census 2000 data and
unpubltshed data from the Centers for Medtcare and Medicaid Servtces )



Racial and Ethnic Compo'sition f

In 2002 17.24% of persons 65+ were minorities—8. 1% were Afrlcan-Amencans ** 9 7% were Asian or -
. Pacific Islander,** and less than 1% were American Indian or Native Alaskan.** Persons of H1spamc

- origin (who may be of : any race) represented 5. 5% of the older populahon .In addition, 0. 5% of persons
65+ identified themselves as being of two or more races.

Only 6.7% of mmorlty race and Hlspamc populatlons were: 65+ in 2002 (8 2% of Aﬁ‘lcan-Amerlcans *k
8.18% of Asians and Pacific Islanders,** 6.6% of American Indians and Natlve Alaskans,** 5.1% of
Hispanics), compared with 15.0% of whites.** :

- '(Data for this section were compiled from Internet releases of the Census 2002 Estimates).

~ Geographic Distribution

In 2002, about half (52%) of persons 65+ llVed in nine states Cahforma had over 3.7 rmlhon, Florida 2 9
million; New York 2.5 million; Texas 2.2 mllllon and Pennsylvania 1.9 million. Ohio, Illmols
Mlchlgan and New Jersey each had well over 1 mllhon (Fi 1gure 6).

 Person 65+ constituted approximately 14% or more of the total population in 9 states in 2002.(Figure 6):
Florida (17.1%); Pennsylvania (15.5%); West Virginia (15.3%); North Dakota (14,8%); Iowa (14.7%);
Rhode Island (14.2%); Maine (14:4); South Dakota (14.2); and Arkansas (13.9%). In nine states, the 65+ .
‘population increased by 20% or more between 1992 and 2002 (Figure 6): Névada (63.8%); Alaska

- (53.6%); Arizona (35. 2%) New Mexico (28.4%); Colorado (24. 3%); Hawaii (24, O%) Delaware

(24.0%); Utah (23.7%) and South Carolina (20.7%). The ten Junsdlctlons with the highest poverty

rates for elderly over the period. 2000-2002 were the District of Columbia (18.8%); Mississippi (17.9%);

Alabama (15.2%); Tennessee (14.6%); North Carolina (14.0%); Arkansas (15.2%); New-Mexico

(13.8%); Texas (13 7%); Louisiana (13.2%); and Kentucky (12.4%). '

Most persons 65+ lived in metropohtan areas in 2002 (77.4%). About 50% of older persons lived in the
_ suburbs, 27.4% lived in central cities, and 22.6% lived in nonmetropolitan areas.

The elderly are less likely to change re51dence than. other age groups. In the five year period from.1995 to
- 2000, 22.8% of older persons had moved (compared to 47.7% of persons under 65). Most older movers
(59.7%) stayed in the same county while only. 18.8% (of the movers) moved to another state. The 85+
. segment of the older population had a much high rate.of movmg During this penod 32.3% of the 85+
population moved, 61.1% of them within the same county :

(Data for this section and for Figure 4 were comptled pnmartly from the Census Populatwn Estimates
_for 2002 as well as other Internet releases of the U.S. Bureau of the Census including tables from the
' March 2002 Current Population Survey and “Internal Migration of the Older Population: 1995 to
.2000,” Census 2000 Special Report, CENSR-10, August 2003).



Figure 4: Persons 65+ as a Percentage Of_—Tbtﬁl Populatibn- -2002
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Based on Census 2002 Population Estimates from the U.S. Bureau of the Census



Figure 5: Percentage Increase in Population 65+ — 1992 to 2002

© Famenk Increage 1092-2002
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Based on Censu& 2002 Populatign Es_timates from the U.S. Bureau of the Census



Flgure6 - The 65+ Populatl

n by State 2002

Percent | Percerit Below
Number of |Percent of Alll Increase | Poverty 2000-
. Numbers Persons Ages | 1992-2002 2002
us Total (50 States + DC) 35,601,911} . 12.3% 10.2%]. "~ 102
Alabama 588,542 13.1% 9.6%)|. 15.2
 Alaska 39,200 6.1% .53.6% 6.3
Arizona 701,243 12.9%)| 35.2% 7.5
| Arkansas ' 376,387 13.9% . 5.6% 152,
1 California 3,716,836 -10.6%) “13.8% 8.4
[Colorado 434,472 9.6% - 24.3% 8.2)
Connecticut - - - 472,314 13.6%)| 3.7% . 8.5
Delaware - . 105,488 13.1%)- 24.0%) . 6.5
District of Columbla : 68,53 12.0% -11.1%| 18.8
" [Florida 2,854,838 17.1% 15.2% 10.0
Georgia 813,652 9.5% 19.3% 12.6
Hawaii 166,910 13.4%) 24.0% 8.1
Jidaho 151,141 11.3%) " 19.3%)| 6.6
lifinois 1,499.249 - - 11.9%]. 2.2% 8.6
|Indiana 757,451 - 12.3% 5.8% 8.9
- |lowa 432,785 C14.7%) 0.4% 8.4
:| Karisas 355,094 13.1% 1.7% 7.9
Kentucky 509,476 - 12.4% 7.0%} 12.4 -
Louisiana 520,446 - - 11.6%] . 8.4%| 13.2] -
Maine ..186,383| 14.4%) 10:8%| 11.2
Maryland 616,699 11.3% 14.1% 11.1
Massachusetts 863,695 13.4%] 2.9% 10.6)
Michigan 1,231,920, 12.3% 6.8% 9.3
Minnesota 601,741|- - 12.0%| 7.4% - 9.0
Mississippi 346,251 12.1%| 6.1%]. 17.9
Missouri. - 757,197] 13.3% 3.5%| 6.8
Montana 122,806 13.5%]. 11.8% 9.6
Nebraska © 232,134 - 13.4% . 2.8% 9.2
|Nevada 240,255 11.1%, 63.8% 8.0
{New Hampshire 152,577 12:0%] 16.9%) 6.8
New Jersey 1,121,197 13.1% 5.9%| 8.4
{New Mexico - 221,454 11.9%)|" 28.4%|. . 13.8
“{New York 2,473,510 12.9%) 4.0%) 11.8
North Carolina 1 998,391| 12.0%) 17.9% 14.0
North Dakota 94,076 14.8% 1.6% 11.5
Ohio ' 1,513,372 13.3%) 4.2%) 7.5
Oklahoma 460,459 13.2% 6.1%] 11.6
Oregon 443,968 12.6% 8.5% 6.0/
{ Pennsylvania 1,908,962 15.5%] - 1.8% 8.
Rhode Island 152,286] - 14.2%) -0.6% 11.4)
| South Carolina . 503,256| 12.3% 20.7%| 14.2)
| South Dakota 108,322] 14.2% 4.4% 10.3
Tennessee 719,477 - 12.4% 12.7% 14.6f
Texas 2,152,898] . 9.9%| 19.3%)| 13.7
Utah 199,041 8.6%| 23.7% 10.1
Vermont 79,241 . 12.9%] 16.6% 10.9 -
 Virginia 817,441 11.2%) 17 .4%] 9.9
Washington 677,532 - 11.2% 13.0%) 79
- |West Virginia . 275,974 15.3% 1.0%]| 10.6
Wisconsin 706,418 13.0% 5.9%| . 8.0
Wyoming 59,222 11.9%) 19.4%) 7.9
{Puerto Rico 449,176 11.6%

.Population data is from the Census Bureau Populatlon Estimates and poverty data is from the Current Population
: Survey, 2001, 2002 and 2003 Annual Social and Economic Supplements.
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lncome

The median income of older persons in 2002 was $19, 436 for males and $11 406 for females. Median
money income.of all households headed by older people fell by —1.4% from 2001 to 2002; however, this
difference was not statlstlcally significant.

. - Households contammg families headed by persons 65+ reported a medlan mcome in 2002 of $33,802

- ($35,219 for non-Hispanic Whites, $26,174 for African-Americans, $38,533 for Asians, and $25,123 for
Hispanics). About-one of every nine (11.6%) fam11y households with an elderly householder had mcomes
. less than. $15 000 and 48 0% had incomes of $35, 000 or more (Fi igure 7)

5 Flgure 7: Percent Distribution by Income: 2002* -

Family Households='65+ Hous‘eh'olde‘r ‘

00% 50% . 100% 15.0% 200% 25.0%

Under $10,000  »
$1'o,ooo-$14;999." T
| $15,000-- $24,999 20.9%
$25,obo - $34,99_9 19.6%
'-$35-,-odb - $49,999 18.4% -

$50,000 - $74,999

$75,000 _an'd ower.

833,802 median for 11.7 million family households 65+

Persons 65+ Reporting iIncome

0% 10% 20%  30%

Under $5,000
$5,000-$9,999

‘ $10,000- $14,999
$15,000- $24.999
$25,000 - $34,999

' $35,000 - $49,999

$5_0,000 and over

$14,251 median for 33.3 million persons 65+ reporting i'ncome |
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. TFor all older persons reporting income in 2002 (33 3 million), 31.5% reported léss than $10, 000 Only
L 247% reported $25,000 or more. The median income reported was $14, 251.

" The major sources of income as reported by the Social Security Administration for older persons in 2001

were Social Security (reported by 91% of older persons), income from assets (reported by 58%), public

and private pensions (reported by 40%), earnings (reported by 22%), public assistarice (reported by 5%)

" and veterans® benefits (reported by 4%). In 2000, Social Sécurity benefits accounted for 38% of the

- aggregate income of the older population. The bulk of the rémainder cons1sted of eammgs (23%), assets
" (18%), and pensions (17%) .

. (Based on data from Current Population Reports, "Money Income in the United States: 2002,"

- P60-221, issued September, 2002, by the U.S. Bureau of the Census; related Census detailed tables on
the Census web site, and from Income of the Aged Chartbook, 2001 and Fast Facts and thures About
Soczal S’ecurtty, 2002, Social Securnjy Admmzstratzon)

B Poverty

'About 3.6 million elderly persons (10 4%) were below the poverty level in 2002. This poverty rate was
. not statistically different from the poverty rate in 2001. - The historic lowest level of 9.7% reached in
" 1999. Another 2.2 million or 6.4% of the elderly were classified as "near-poor" (income between the
poverty level and 125% of this level). '

One of every twelve (8.3%) elderly Whites was poor in 2002, compared to 23.8% of elderly African-
Americans and 21.4%.of elderly Hispanics. Higher than average poverty rates for older persons were
found among those who lived in central cities (12.2%), outside melropolltan areas (1 e. rural areas)
(11.9%), and in the South (12. 7%) '

B .Older women had a hlgher poverty rate Q2. 4%) than older men (7-7%) in-2002. Older persons l1vmg
 alone were much more likely to be poor (19.2%) than were older persons. l1v1ng with families (6:0%).
“The highest povelty rates (47.1%) were expenenced by older Hlspamc women who lived alone

. '(Based on data from Current Populatzon Reports, "Poverty in the United States 2002, P60-229
Issued September, 2003 and related Internet releases of the U.S. Bureau of the Census).

HoUSing

* Of the 21.8 ‘million households headed by older persons in 2001, 80% were owners and 20% were renters.
. -The median family income of older homeowners was $23,409. The median family income of older renters

~was $12,233. In 2001,-41% of older householders spent more than one-fourth of their income on housing.
costs, compared to 39% of for householders of all ages.

“For homes occupled by older householders in 2001 ‘the median year of construcuon was 1963 (it was
' 1970 for all householders) and 5.4% had physical problems

"In 2001, the median value of homes-owned by older persons was $107,398, compared to a median home
value of $123,887 for all homeowners. About 73% of older homeowners in 2001 owned their homes free
and clear.

: '(Source "American Housmg Survey for the United States in 2001 Current H 0usmg Reports”
_H150/01 )
) - 1 1 -



. Empldy-m'e'nt"'

In 2002, 45 million (13 2 %) Americans age 65 and over were in the labor force (workmg or aetrvely :
seeking work), mcludmg 2.5 million men (17.9%) and 1.9 million womer (9.8%). They constituted 3.1%
of the U.S. labor force. About 3.6% were unemployed. Labor force part1c1pat1on of men 65+ decreased
steadily from 2 of 3 in 1900 to 15.8% in 1985, and has stayed at 16%-18% since then. The participation
“rate for women 65+ rose slightly from 1 of 12 in 1900 to 10.8% in 1956, fell to 7.3% in. 1985, and has
-been around 8%-10% since 1988.

- (Source; .,Bureau of Labor Statistics web%i;e: http://www.bls. gov/cps/h.ome.h-tm)r '
‘Education

The educational level of the older populatlon is increasing. Between 1970 and 2002 the percentage who
had completed high school rose from 28% to 70% Almost 17% in 2002 had a bachelor's degree of more. -
‘The percentage who had completed high school varied considerably by race and ethnic origin in 2002 '
74% of Whites**, 68% of Asians and Pacific Islanders**, 51% of African-Americans**, and 35% of
“Hispanics. The increase in-educational levels is also evident within these groups. Tn 1970 only 30% of
.older Whites and 9% of older African-Americans were high. school graduates.

{(Source: -Currerit Populatton Survey, Annual Soczal and Economic Supplement (formerly the Annual ’
Demographtc Survey), 2002 arnd related tables on the Census Bureau web site)

Health and Health Care

In 2003, 38.6% of noninstitutionalized older persons assessed their heath as excellent or very good ~
_(compared to 66.6% for persons aged 18-64), There was little difference between the sexes on this
measure, but older African-Americans (57.7%) and older Hispanics (60.5%) were less likely to rate their
. health as excellent or good than were older Whites (75.4%).*¥**** Most older persons have at least one.
chronic condition and many have multiple conditions. Among the most frequently occurring conditions of
- elderly in 2000-2001.were: hypertension (49.2%); arthritic symptoms (36.1%), all types.of heart disease

- (31 1%), any cancer '(20.0), sinusitis (15.1%), and diabetes (15.0).

" Almost 67% repor’ced that they received an influenza vaccination during the past 12 months and 55%
reported that they had ever received a pneumococcal vaccination. -About 22% (of persons 60-) report
height/weight combinations that place theni among the obese.. Over 27% of persons aged 65-74 and. 17%

- of persons 75+ report that they engage in regular leisure-time physical activity. Only.9% reported that
. they are current smokers and only 4% reported excessive alcohol-consumption.. Only 2.5% reported that
" they had expenenced psychological distress-during the past 30 days.

In 2002, over 12.5 million persons aged 65 and older were d1scharged from hospltals This is a rate of
3,549 for every 10,000 persons aged 65+ which is more than three times the comparable rate for persons

aged 45-64 (which was 1,121 per 10,000). The average length of stay for persons aged 65+ was 5.8 days; - '

the comparable rate for persons aged 45-64 was 5.0 days. The average length of stay for older people has
decreased almost 5 days since 1980. Older persons averaged more office visits with doctors in 2001 — 6.2
for those aged 65-74 and 7.4 for persons over 75 while persons:aged 45-65 averaged only 3.8 office visits
during that year. Almost 97% of older persons reported that they did have a usual place to go for medical
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care and only 2.5% said that they fa11ed fo obtam needed medical care durmg the prev1ous 12 months due
to ﬁnanmal barrlers

In 2002, older consumers averaged $3,586 in out-of-pocket health care expendltures an increase of 45%

" since 1992. In contrast, the total population spernt considerably less, averaging $2,350 in out-of-pocket -

- costs. Older Americans spent 12.8%of their total expenditures on health, more than twice the proportion
spent by all consumers (5.:8%). Health costs incurred on- average by older consumers in-2001 consisted of
$1,886 (53%) for insurance, $955 (27%) for drugs $582 (16%) for medlcal services; and $163 (5%) for
medical supphes

i -(Sources Health -United States: 2003; Advanced bata' From Vital and’ ‘Health Statistics and othér data
releases from the Nattonal Center for Health Statistics web site; and the Budreau of Labor Stattsttcs
‘web szte) . .

| .Dlsablllty and Actlwty Limitations

In 1997 more than half of the older population (54 5%) reported havmg at least one d1sab111ty of some
type (physical or nonphysical). Some of these disabilities may be relatively minor but others cause - .
people to require assistance to meet important personal needs. Over a'third (37.7%) reported at least one
severe disability. The percentages with disabilities increase sharply with age (Figure 8). Disability takes a
_much heavier toll on the very-old. Almost three-fourths (73.6%) of those aged 80+ report at least one -
-disability. Over half (57.6%) of those aged 80+ had one or more severe disabilities and 34.9% of the 80+
population reported needing assistance as a result of disability. There is a strong relationship between’
disability status and reported health status. Among those 65+ with a'severe disability, 68.0% reported
their health.as fair or poor. Among the 65+ persons who reported no disability, only 10.5% reported their .
“health as fair or poor. Presence of a severe disability is also associated with lower income levels and
- educational attamment :

-Flgure 8: Percent With Dlsabllltles, By Age 1997

Figure 8: Percent W|th Dlsabllltles by

Age
- 80 736
57.6 .
B 65-69
| m70-74
|375-79
@80+
% with any % with % need
disability severe ~ assistance
- disability - -
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In another study which focused on the ability to perform specific activities of daily living (ADLs),
over 27.3% of community-resident Medicare beneficiaries over age 65 in 1999 had difficulty in
.performing one or more ADLs and an-additional 13.0% reported difficultiés with instrumental activities
of daily living (IADLs). By contrast, 93. 3% of institutionalized Medlcare beneficiaries had difficulties
with one or-more ADLs and 76.3% of them had difficulty with three or more ADLS. [ADLs include.-
bathmg, dressmg, eatmg, and gettirig around the house. IADLs include preparing meals, shopping,
managing money, using the telephone, doing housework, and taking medication]. Limitations on
activities because of chronic conditions increéase with age. Among those 65-74 years old, 19.9 percent
had difficulties with ADLs. In contrast, over half (52.5%) of these 85 years and older had difficulties

. with. ADLs

_It should-be noted that (except where noted) the ﬁgures above are taken from surveys of the
‘noninstitutionalized elderly. Although nursmg homes are being increasingly used for short-stay post-

" acute care, about 1.6 million elderly are in nursing homes (about half are age 85.and over). These
-. individuals often have high needs for care with their ADLs and/or. have severe cognitive nnpamnent, due
‘to Alzheimer's disease or other dementias.

(Sources:. Current Population Reports " Americans with Disabilities, 1997" P70-73, Februdry 2001 -
and related Internet. data, Internet releases of the Census. Bureau and the National Center on Health -
Statistics)
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Special Topic: Net Worth of Older Households .
The net worth (assets minus liabilities) of households increases with age until age 74 and declines
somewhat from age 75. The median net worth of the elderly households (with a householder aged 65+) in
2000 was $108,885 as compared to $55,000 for the total population. The largest asset type is home
-ownership which accounts for $85,516 or 78.5% of this net worth. Over 78% of elderly households own
‘their own home. Other major asset types owned by the elderly include: stock and mutual funds (29%),

. ‘regular checking accounts (31%), interest-earning accounts at financial institutions (71%), IRA and
Keogh accounts (25%), and motor vehlcles (78%).

" There are major differences in the median net worth of different household types Elderly marrled couple
~ households have a median riet worth of $173,950 ($57,586 when-home equity is

excluded). Male households have a median net worth of $84,000 ($15,375) when home equity is
excliuded). Female households have a medlan net worth of $76,000 ($10 475 when home equity is
.excluded) _

-"This household net worth is not found in all segments of the elderly population. 70% of elderly
households have a net worth of at least $50,000 and another 8.4 % have a net worth of $25,000
to $49,999. On the other hand, about 21.5% of elderly households have a net worth of less than $25,000
~ —6.7% have a zero or negative net worth and another 6.6% have a net worth of $1-4,999.

Figure 9: Median Néf Worth of Households with Hou’seh'oldel"j 65+: 2000

Median Net Worth: 2000
140,000
120,000 J
100,000 A
80,000 -
60,000 -
40,000 A
20,000 -
0 4 .
@ 'b ,b?‘ G.P‘ % '\b‘ o
Ak F N
Ny . '
g Median Net Worth
8 ..Excluding home equity

(Soui'ce Current Population Reports: Net Worth and Asset-Ownership of Households: 1998
and 2000, P70—88, May 2003 and related tables
(http //WWW.census. gov/hhes/www/wealth/] 998 _ 2000/wealth98 00 html) )
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Notes

*Prmcnpal sources of data for the Profile are the U.S. Bureau of the Census, the National Center on Health
Statistics, and the Bureau.of Labor Statistics. The Profile incorporates the latest data avallable but not all
items are updated on ap annual basis. _

**Excludes persons of Hispanic ongm
" **xCa]culated on the basis of the official poverty deﬁmtlons for'the years: 2000-2002
_¥¥%* Census 2000 figure ,
Rk 2000 ﬁgure

y | Proﬁle of Older Amerzcans 2003 was. prepared by the Admlmstratlon on Agmg (AoA), U. S
Department of Health and Human Services. The annual Profile of Older Americans was originally
developed and researched by Donald G. Fowles, AoA. Saadia Greenberg, AoA, developed the 2003
edition. .

Ao0A serves as an advocate for the elderly within the federal government and is working to encourage and
coordinate a responsive system of family and community based services throughout the nation. AoA
‘helps states-develop comprehensive service systems which are administer by 56 State and Territorial
‘Units. on Aging, 655 Area Agencies on Aging, 226 Native. American and Hawaiian organizations, and

_ more than 29,000 local serv1ce providers.
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Long Term Care in Iowa
Long Range Plan Draft (summary)
Recommendatlons from the Senior Living Coordinating Unit
August 31, 2004

_ “The goal of the long term care system in Iowa is to ensure that no Towan
_is lonely, hopeless or bored as a result of disability or the frailties of aging.
“Disabled adults and older Iowans should enjoy the freedom to choose froma
-variety of living and service options which guarantee their dignity, autonomy and
‘independence. A person’s-limited income and personal resources should not
prevent access to the full array of quality services sufficient to provide a safe
“environment in which to live. The problems that afflict the government and
individuals as they face the challenges of being disabled and growing old will
yield to the power of Towans working together. Iowans must join together to
" accept responsibility for each other’s safety and welfare. If we accept collective
responsibility for our fellow human beings, we can-construct a long term care
system which ensures that all Iowans have access to the services they need to-
live with their disabilities and to cope with the frailties of aging W|th maximum
dignity and respect

The Senior Living Coordinating Unit has been developing a long range
plan for the long term care system to better meet the needs of older Iowans and
the state government. ‘A copy of the full report is available upon request from

the Department of elder Affairs. The following represent the recommendations
~ for policy change contained in the report.

a) The SLCU recommends that Iowa press for changes in the
Medicaid program to expand the states ability to provide services
- to people in ways which delay and prevent institutional
placement rather than merely serve those already el|g|ble for
institutional care.

b) “Fast Track Eligibility” for HCBS Waiver services

c) Develop “nursing home transition programs” to help people
return to their homes and communities by amending Medicaid
waivers or Medicaid State Plan to include transition dollars and

. -nursing home transition case management.

-d) “Money Follows the Person” type funding strategies that allow
people to move from the nursing homes to community based
services.

e) Increase the resource I|m|t for Waiver cllents who want to stay in
their homes so that they can have enough money to maintain the
house.



N

9)

)

)

)]

Develop a program to provide services to Naturally Occurring

Retirement Communities (NORC).

Establish standards for communities to be “Elder Friendly.”

‘i) Communities should have some umversal design standards .
that are of value to all citizens.

The SLCU recommends that Iowa adopt available opportumtles

to implement consumer direction in the LTC system, mcludmg,

but not limited to, Cash (Servrce Voucher) and Counselmg and

‘Money Follows the Person.
‘more efforts to educate people about the |mporl:ance of pIannmg

for their long term care needs;

expanded case management serwces and a umversal assessment
available for all Iowans.

a much streamlined system of eligibility determmatlon and

- assessment of need as envisioned by the Seamless project wrth'm '

the Department of Elder Affairs should be |mplemented and

‘available for all targeted populations.

Full implementation of the Resource Center Grant from the |
Administration on Aging.

m)The SLCU recommends that the LTC system provide support

assistance, training and respite for the fam|I|es WhICh assume
responsibility for long term care.

'n) The SLCU recommends that we continue to partner with the

Iowa Caregivers Association and espeC|aIIy their Better Jobs
Better Care grant to ensure that trends in consumer dlrected care
not erode the quality and wages of caregivers. The SCLU also
supports ICA’s efforts to expand the Iowa Nurse Aide Registry to
include other direct care workers. Currently, only nurse aides
working in nursing facilities are required by federal law to be on

" the Registry. The new Registry could- potentlally include in its

-data bank a pool of personal assistants seeking employment
through the Cash and Counseling model. The SCLU also supports

partnershlp with the minority communities to promote

~ caregiving as quality jobs for recent immigrants.
0) The SLCU recommends that Iowa explore managed care optlons

such as PACE for the proV|s|on of LTC.

p) The SCLU recommends that the Case Management Program for

the Frail Elderly (CMPFE) be used to manage the care component

~ of affordable assisted living programs where services are

separated from housing and billed directly to Medicaid and the
Elderly Waiver program.

'q) The SLCU recommends that a study be comm|ss10ned to assess

the true costs for home and community based services for a _
variety of acuity levels to determine the extent of the savings for



providing long term care in the community rather than in an
. institution. - | _

r) The SLCU recommends that the state government support efforts
to make housing more available, affordable and accessible for
older Iowans and those with disabilities.

i) It supports the efforts of the Iowa Finance -Authority to implement
affordable assisted living options which combine subsidized housing
and Medicaid Waiver services to low income older Iowans and dlsabled
adults.

ii) It recommends bunldmg codes which include aCCGSSIblllty and
“visitability"! standards. so that increasing numbers of homes are able
to accommodate those with limited mobility.

iii) It supports the efforts of DEA and others to promote the use of
universal design in all new homes built in Iowa.

- s) The SCLU recommends that state government. help older people :
learn about and acquire adaptive technologies which allow them
to live in their own homes more safely and convenience.

t) The SLCU supports efforts by private and governmental units to
measure and encourage the kind of quality in long term care
which helps people make informed ch0|ces about how to receive
long term care services.

u) The SCLU recommends that DIA and DEA cooperate to ensure
that information about certification reports, monitoring visits,

. complaints investigations and other information valuable to

consumers be readily available on department Web sites.

v) The SLCU recommends the development and implementation of
reasonable standards for oversight of consumer directed care.

w) The SCLU recommends that Demonstration projects in long term
care be allowed which create truly resident centered, home like
care using principles of what’s called “culture change” and other
concepts to make nursmg homes more I|ke homes and less like
hospitals.

x) The SLCU recommends the following changes in CMPFE to

_continue re-balancing LTC in favor of home and commumty
based services:

i) The implementation of a universal assessment process.

ii) The admissions law should be changed to narrow the criteria for
admission to a nursing facility and to prefer a home and commumty
based setting.

iii) Adequate reimbursements for case management services.

1 “Visitability” refers to the accessibility of homes by those who “visit” even those who live there do not
require accessible. An accessible bathroom on the ground floor of all new construction would make life
much easier for the handicapped and disabled guest, as well as improve the resale value of homes.



iv) Some accommodation for high vacancy rates in nursing homes should

be a part of the rebalancing effort to facilitate a smooth transition to a
decreased reliance on institutional care.

v) A state wide system of case management needs coordinated and
uniform administration to ensure consistent quality and adherence to
the goal of rebalancmg “This need not be one entity, but it must have
some sort of central administration, coordination and training.

-vi) Home and community based services are not yet sufficiently available

'y)

‘to meet the increasing demand for their services which a rebalanced
system will require. Tt may be that various subsidies and other
support will be needed to help develop the quantity and quality of
HCBS. Some nursing homes need to convert unused capacity into
HCBS and new ventures in HCBS need technical and financial
assistance to create added capacity. The Department of Elder Affairs
and Human Services shouId create the capacity to respond to this. need'
 for technical assistance.

vii) The long term care system should aIso provide support for assistive
‘devices and home modifications which:can enable disabled -and frarl
people to remain lndependent and in the communlty



IDEA MISSION STATEMENT - The missiori of the Towa Department of Elder Affaifs is to provide advocacy,
educational and prevention services to older Iowans so they can find Iowa a healthy, safe, productive and
enjoyable place to live and work.

Service Category

Funding Sources

'Funders and/or Providers

Advocacy

SLP

IDEA

Advocate to sustain and develop services

General Fund

. AAAs
for aging lowans ed. Older Americans Act | Others’
Other o
Outreach _ | 'SLP . 1 IDEA
Identify aging lowans who-need General Fund | AAAs
and are eligible for services Fed. Older Americans Act Others
Other
| ' .
Info & Assistance ~ |SLP _ '} IDEA
Provide Information and referral General Fund -AAAs
services to aging lowans Fed. Older Americans Act Others
| Other
Public Information SLP IDEA
Provide Information and referral servicesto  |General Fund | AAASs
aging lowans "~ [Fed. Older Americans Act | Others
Other - ‘ ' :
Training/Education TstP IDEA
Provide training and education for |General Fund | AAAs
older lowans to find and keep Fed. Older Americans Act | Others
employment. Other ' ’
Case Management SLP , IDEA
Provide assessment and care plans for |eneral Fund AAAS

as a gate for the Elderly Waiver and

older Iowans and their families. Acts |

Fed. Older Americans Act

Home Health Agencies & others

lunder agreement with AAAs

Other i

forthe Senigr Tivino Praoram

Assessment & Intervention

SLP

AAAS

Provide the assessment services
for CMPFE

General Fund

Home Health Agencies & others
under agreement with AAAs

Iowans

|Federal

Other
Mental Health Outreach SLP AAAs ‘
Provde mental health services to-older {General Fund

|Fed. Older Americans Act

Others

|Other




SiP

Adult Day Care : IDEA
drovide adult day Services to older General Fund 1AAAs
owans not eligible for the Elderly {Fed. Older Amerlcans Act - | Others
Naiver. ' Other '

Ass't Transportatlon SLP IDEA
3rovide transportation services to General Fund AAAs
dlder, dlsab!ed lowans Fed. Older Americans Act | Others

Other




Chore

SiP

DEA

Provide chore services to older

‘1General Fund:

AAASs

lowans

Fed. Older Americans Act

Home Health Agencres

: 'Other Others
Counseling : SLP -IDEA
Provide counseling serwces to General Fund _ AAAs
older lowans Fed. Older Americans Act Others
|Other
Ho’memak_ér' B ECE IDEA
Help people care for their homes |General Fund AAAs

(yard work, housecleaning and

Fed. Older Americans Act

‘"Home Health Agencies

take a break from takmg care of an

such). Other Others
[Material Aid _ IStP IDEA
Provide supplies and repairs and |General Fund _ AAAs
apppliances and such for older Fed. Older Americans-Act Others
lowans' homes ‘ Other
P__ersonal Care _ SLP IDEA
Provide services which help a General Fund AAAs
person take care of dressing, Fed. Older Americans Act |- Home Health Agencies
toileting, bathing and such. Other ' | Others
Reassurance . SLP - IDEA
This is largely phone calls to see if |General Fund . AAAs
Fed. Older Amencans Act | Others
Other
Respite SLP IDEA
Provide a caregiver a chanceto [General Fund AAAs

Fed. Older Americans Act

Home Health Agencies

older person

Other

Others

IDEA

who need a way to alert someone.

Transportation SLP _

Provide transportation services of |General Fund | AAAs

older lowans. " .|Fed. Older Americans Act | Others

' Other

Visiting SLP IDEA

Provide someone to visit a person General Fund AAAs

to check on their well being. Fed. Older Amerlcans Act Others
Other

Emergency Response System SLP TIDEA

Provide a service to older lowans |General Fund - | AAAs
Fed. Older Americans Act Others




in case of a fall or sudden

. Othe‘r

incapacitation. B

Home Repair , SLP , IDEA

Help an older person repair hlS orher |General Fund | AAAs

home. Fed. Older Amencans Act Others :

' Other X

Placement Serwces . :SLP- | IDEA:

For tShe most part this is placmg a General Fund - AAAS

person in a job. |Fed. Older Americans Act | Others

' Other Lo

Dlﬂ"r‘Wb‘rk‘e‘r‘EﬁﬁTam _ - TTDEA

Hellp older people find jObS General Fund | Some AAAs
Fed. Older Amerlcans Act |IWD
Other ! | Others .-

Caregiver Support I ‘| IDEA

N eneral Fund - I AAAsS

l-tel;i ’caregi\’lers find the services

Fed. Older Americans Act

1 Others




and information they need to care [Other
for their dependent. ' _

Protective Payee " N SLP — "IDEA

{Provide someone to handle a Fed. Older Americans Act | AAAs




sersons benefit checks, i.e social

Other

_ Others
security and SSI. _
Legal Education - SLP 1 IDEA
Provide education services to help General Fund 1 AAAs
slder lowans understand how to  {Fed. Older Amerlcans Act '| Others
1eal with their legal needs. Other B
Legal Assistance SLP IDEA
Provide some to help an older Iowans {General Fund AAAs
with wills, guardianships and such. ~ |Fed. Older Americans Act | Others

Other
Long Term Care Ombudsman OffFUNDING Actual
' : st IDEA
Help resolve complaints and General Fund
juality problems in nursing Fed. Older Americans Act
facilities and other residential care. [Other
RESIDENT ADVOCATE COMM. |General Fund _
Recruit, train and support Fed. Older Americans Act
volunteers who visit people in NF. : : ' »
Congregate Meals S | IDEA
Federal meal programs which General Fund | AAAs
srovide older lowans meals and  |Fed. Older Americans Act Others
apportunities to socialize. Other .
Home Delivered Meals SLP _  IDEA
Federal program to provide meals [General Fund . AAAs
‘0 home bound older lowans. Fed. Older Americans Act Others
Other
Nutrition Education SLP _ 'IDEA
Ediucationin nutrition for older General Fund _ 1 AAAs -
lowans. Brochures,; workshops, Fed. Older Americans Act Others
fair booths and such. Other
Nutrition Counseling SLP IDEA
General Fund AAAs
Counseling for older lowans to Fed. Older Amencans Act | Others
1elp them know more about their |Other
dietary needs. _
- a SLP IDEA
Preventive Health/Promotion General Fund AAAs

Information and promotion about
oreventive health.

Fed. Older Americans Act

Home Health Agencnes

Other

' Others




-Medicatich:Mé‘h_agemeht :

— IStP

TDEA

Helping older lowans take their.- {General Fund. _ AAAs
medications properly and safely. - |Fed. Older Amerlcans Act '| Others

: Other )
Health Screening/Well Elderly _
Clinics _ IsLpP IDEA
Prowdlng health screens and ' "General Fund AAAs
primary health care for older |Fed. Older Amerlcans Act - Home ‘Health Agencnes‘
lowans. Other ‘ Others
Senior Centers/Recreation . - JSLP _ o IDEA
Provide opprtunties for older |General Fund - TAAAs.
lowans to gather for learning, 1Fed. Older Amencans Act Others
education, relazation, socialization- 'Other B
and such. _ '
Retired & Senlor Volunteer ' _ S
Program _ SLP | Others

Provnde opprtunties for older
ilowans to volunteer in schools and
their communities

General Fund -

Fed. OlderAmencans AcF 1

Other
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N Int_red-uctic')n‘

Among other responS/b///t/es re/ated to-management of Towa’s /ong-term care
.. system, .the Senjor Living Coordinating Unit (SLCU) has responsibility for
‘developing a long-range pian for the provision of long-term: care services within
the state, including proposing rulés and procedures for the development of a
comprehensive.long-term care and community-based services program. This
working. document reflects the findings of an initial long-term care planning
. session Nov. 4-5, 2003, and the additional public comment and input as a result -
_Of a series of long-range plan feedback sessmns schedu/ed throughout the state
in 2004, _

- Overview

. The goal of the long term care system in Iowa'is to ensure that no Towan
s Ionely, hopeless or bored as a result of disability or the frailties of aging. '
Disabled adults and older-Iowans should enjoy the freedom to choose froma
variety of living and service options which. guarantee their dignity, autonomy and -
independence. A person'’s limited income and personal resources: should not
prevent access to the full array of quality services sufficient to provide a safe

~ environmenit in which to live. . The problems that afflict the government and
- “individuals .as they face the challenges of being disabled and growing old will

o yield to the power of Towans working together. Towans must join together to

accept responsibility for-each other's safety and welfare. If we accept collective -
responsibility for our fellow human. beings, we can construct a long term care
system which ensures that all Towans have access to the services they need to
live with their disabilities and to cope with the frailties of aging with maximum-

' dlgnlty and respect

_ .Iowans and their government are'ill prepared for the expense and

incapacitation which comes with aging and developmental dlsabllltl'es Most
people simply cannot afford to grow old at the same time that more of us are in
- fact living to advanced ages. 25% of Towans over the age of 65 live on less than

$856/month. The average retiree has $30,000 in assets: More than half of older.
- Towans rely on Social Security for more than half of their income. Those who
retire.in the next decade will fare no better. Half of Americans do not have
pensions. Only 15% of working-age Americans has an individual retirement
account and only 22% contributes to a 401(k) plan. Barely 1 in 3 working:
 Americans has saved more than-$100,000 for retirement.’ Although household

. net worth is at an alI—tlme high, most people do not enjoy the abundance.

o “Retirement Finances at Risk,” The Chr‘i'stién_Sciehce Monitor, March 9, 2004.
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" Average net worth per household was more than $400,000 in 2003. However,
the median net worth per household was about $65,000 (half the households
had net worth less than that).? 40 million Americans are paid less than $10 an

“hour and 66 percent of the population earns less than $45,000 a year -And of
course, credit card debt is at historic and alarming highs and inheritance

~prospects are dim as the current generation of older Iowans are spending

themselves into poverty with their own long term care needs.

. Recent studies indicate that boomers may not fare are poorly as first .

. thought.* Median household wealth at age 67 for those born between 1946 and
- 1964 will grow from $448,000 among current retirees to $600,000 among
~  boomers. With the inflation rate in health-care costs and the added years to a
person’s eventual frailty, however, future generations likely will fare no better
than current retirees most of whom face financial ruin when faced with the costs
of extended long term care. Nursing home costs-of $50,000 (a bargain in most
parts of the country) per year will quickly eviscerate most people’s. income and
~resources. The average senior spends down to be eligible for Medicaid after only
5 1% months in-a nursing home. The high costs of long term care drive many to.
- desperation. Many seek, often illegally, to hide or transfer assets to avoid -
spending their own money for long term care. Some even choose to divorce to
. protect some assets for the surviving spouse Others refuse services which.they

~ need rather than spend their meager resources or accept help. A recent study
by AAR_P the nation's largest group representing seniors, surveyed 1,000 Iowans -
‘50 and older and held focus groups with' consumers and health care providers.
Half said they would rather do without Iong-term care than seek assistance in
obta|n|ng care.

‘Long-term care problems extend beyond aging Iowans. They are a
- a concern to government officials and tax payers as well. The-problem for them

. is that LTC allocations ($2.0 billion and rising exponentially) may not be

- happening in the most efficient manner possible. Medicaid expenditures appear
to be on track to absorb all available state government spending. Far short of

this, state government must find ways to limit the resources applied to the care

~ of Towa's disabled adults and frail elders. Unsustainable trends tend not to be
-sustained. To no small measure, the re-balancing: efforts of this document

reflect the reality that no state government can afford to spend whatever it takes.

- . to care for those needlng long term care in the manner current expendltures are

made.

2 Gary L. Maydew “This rising tide is llﬁmg only yachts,” Des Moines Reglster Monday, April 26, 2004,
page 9A. '
gjHarper s Magazine/September 2004, “Tentacles of Rage,” by Lewis Lapham, page 32.
4 “How Will Boomers Fare at Retirement?” The Urban Institute for AARP.
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Providers of services to older Towans and the disabled also face huge
challenges in an unbalanced system. They face pressure from state and federal
" governments who keep reimbursements artificially low. They deliver services to

. low income people at prices which compromise their ability to deliver quality

“care. The flight of relatively healthy and wealthy individuals into non-nursing

“home settings leaves the nursing home industry to care for an increasingly frail -
and poor population. Meanwhile providers of home and community based .
services under-the Medicaid Waiver program and the state’s.own Case

. ~Management Program for the Frail Elderly receive increasingly: meager

~ reimbursement rates and have difficulty expanding their business to serve the
number of needy individuals who also want and need care outside of nursing:
: homes

, ~ These are troubling trends for people who can likely expect to live longer
and need more care as they do so. The aging population is increasing rapidly -
and the fastest growing segment is those over the age of 85 — precisely those in
‘most need of long term care. The looming costs of this burgeoning demographic
“combined with a shrinking workforce of those willing and able to take care of the -
elderly and disabled require us to do long term care in the future much more
efficiently and effectively. The purpose of this long range plan is to lay out some

. suggestions for change which- will enable Towans. and their government to meet

the challenges of aging and drsablllty

The goal of this plan is to maximize the independence of older Iowans and
~ those with disabilities, to enable them to live in their communities of choice for -

as long as possible and to receive the care they need in the settlng they' choose _
by providers they trust at a cost they can afford

Iowa's Ag|ng Populatlon o
~The aging of the American populatlon constltutes an unprecedented

- demographic event, and Iowa leads the nation as one of the grayest states. The

- 2000 U.S. Census indicated that 436,000 Iowans are over 65, and this age group
constitutes 15% of the state’s population. Towa’s aging population is pr01ected
to increase by more than 55% over the next 25 years as the Baby Boomers =~
- reach and surpass their 65th birthday. By 2025, Towans over the age of 65
could number almost 686,000 and represent close to 1 out of every 4 (22 5%)
persons in the State.
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Towa's Older Adult Population -
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US Census of the Popdla‘tion, 2000

The aging population has become |ncreas|ngly older The Census ‘_ .

indicated that 233,500 Iowans are over the age of 75, and our state, along with
- North Dakota, leads the nation in the percentage of citizens over the age of 85

~ (Iowa has 2.2%; North Dakota has 2.3%). In the next 20 years, the oldest-old
(those over 85 years old) will constitute the fastest growing populatlon group in -
Towa, and 1 out of every 6 older Iowans actually will be over the age of 85.

This partlcular trend is worth hlghhghtlng because the oldest-old are at greatest
risk for age-related illnesses and drsabllltles such as Alzheimer’s disease and
severe arthritis. As a result, they are more I|ker to reqU|re a spectrum of home
community-based and residential serwces '

The growth of Medicaid spendlng in Towa for the old and dlsabled is .

: alarming and:constitutes nearly 4/5 of total Medicaid expenditures. In 2003, the

total spent in the Medicaid budget (both federal and state shares) was
$2,007,826,315. Of this number, $966,658,633, or 48% was spent on the
disability community and $629,817,495, or 31% was-spent on those over 65 .

- yearsof age. In other words, 79% of Medicaid expenditures were for the .

disability and elderly populations. The following graph shows that while this ratio.
~ has remained fairly constant over the past ten years, the increase in total

* spending for Medicaid is increasing exponentially, increasing 40%  from 1993 to
1998 and 56% from 1998 to 2003." _
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State government in Iowa has |n|t|ated several programs over the past _
several years to address the i increasing costs of care to the elderly and disabled.
Funded in large measure by the Senior Living Trust, these efforts have mcluded
the Case Management Program for the Frail Elderly (CMPFE) and conversion
. grants to help develop home and community based services. In addition, the
. Elderly and Disabled Waivers in the Medicaid program have had their desired

“effect of re-allocating resources away from institutional care and toward services
in people homes and communities. One measure of this change is a gradual
increase in the percentage of Medicaid funds -spent for home. and community
_ based services in the HCBS Walver program The foliowmg graph |I|ustrates this
.- trend: :
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lowa Medicald Istitutional vs. Waiver Expenditures
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In other wards, Towa along with many other states is experiencing a re-
balancing of long term care expenditures. ‘People who once were servedina
nursing facility now seem to be receiving needed services in their homes and in
homelike settlngs As the following graph indicates, the number-of people per
~ thousand over 65 i in nursing homes is decreasmg at the same rate that the ratio for

- those in home and communlty based servuces is increasing: :

CMPFE Prowdmg Access to Home & Comm
B Based (HCBS) Options

B 65+/1000 HCBS-
Bderly- Waiver

| i 65+/1000 Medicaid-
Health Care Fac.
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In spite of this progress, Iowa, like most states, still relies more on -
institutional care for frail elderly and disabled than on care in home and
community based care. Relative to the national average and the nine other
states included in this analysis, Iowa has an abundant supply of residential care.
For example, the State providés 77 nursing facility beds for older adults, 15
assisted living beds, 33 hospital beds, and 13 residential care beds for every
1,000 older citizens. Of the estimated 59 /500 functronally disabled older Iowans,
slightly more than 33,000 live in'some type of residential care facility. The
- majority of these, nearly 80%, live in-a nursing facility. The Iowa Medicaid

.~ program continues to allocate more towards mstrtutlonal based Iong-term care

' when compared to other states.

 Medicaid LTC Spending, 2002

i Home Health
B SNF

Per Capita

_ “ Polls indicate that. people prefer by Iarge margins to age in their homes
~ and communities. Such care is also much less costly for government payers.
Effective home health care can also delay or eliminate more costly institutional
- placement.” The goal, then, must be to continue to re-balance the LTC system so
that it increasingly favors home and communlty based care rather than
institutional care. Many of the people in nursing facilities in Iowa do not really
~need to be there. The following graph indicates that the level of care of _

' resrdents in Iowa nursmg facnhtres is much lower than is common in-other states.

- 8/31/2004 ' - Page 8 0f 23



'Averagé Acuity Index

120 -
100 4
80 4
60 -
40
20

UCSF, 2002

Still, it wull not be poss:ble for aIl famllles to prowde the quality services
that older Iowans need. .Indeed, riot all older Iowans even have adequate
homes or competent families. Some families will be unable and/or unwilling to -
provide the free care and lodging which replaces residential care otherwise paid
~ for with tax money. Indeed, as the population of America ages and eventually
" ‘moves from 12.5% to 20% of the entire population, the cohort of adult children
who today account for 80% of their support only increases.by 7%.> Some older-
~ Iowans may even choose to purchase care-in a congregate setting to avoid

“burdening” their families or because they prefer the security and peace of mind .
that goes along with purchasing professional care. A significant portion of older
" ‘Towans will always reside in institutional settings as they age and become more
frail and disabled. Increased attention to the quality and affordablllty of such
institutional. care must remain a high pnonty

_ - The gwdlng prmc:ples in the LTC system of Towa must be independence,
dlgmty and choice. Older Iowans and disabled adults must retain control over
their living circumstances. Needing help with ADLs and becoming dependent-on

.. others for health care must not take away a person’s autonomy, privacy and the

freedom to choose which services to receive and where to receive them.
Caregivers, whether professional or amateur, must always cede to the informed,
competent older Iowan’s or-disabled adult’s final discretion over the location and
extent of services he or she receives. ' -

. ® From an unpublished paper by Thomas Nemney, 2003.
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, Cltlzens of Iowa rely on thelr state government to see that their rights are
maintained.and that they have access to safe and affordable optlons in LTC. For
this reason, the SLCU adopts this Strategic Plan to ensure that all disabled and

- frail Iowans-have mdependence dlgnlty and autonomy as they access a multl-

layered LTC system

1) Consumer D|rect|on Older and disabled Towans should have maximum
control over the care they receive, who provides that care and where they

- receive that.care. There are several emerging initiatives which encourage:

- consumer direction of care such as the Independence Plus or Service Voucher
and Counseling, and Money Follows the Person. These and other.forms of
‘consumer direction provide care which disabled adults and older Iowans
themselves choose, supervise and manage. Much research-indicates that
such programs maintain the dignity and privacy- and choice which are
important to those needing help due to frailty, disease and dlsablllty People
“receive better, more t|me|y and reliable care to the extent that they control
who provides the care.® Trustin a caregiver, after all, is the most important
ingredient in effective caregiving. Cost analyses of the.various consumer

- directed care options indicate that the programs‘save considerable money by

- avoiding and delaying more expensive care in hospitals and institutions.®

a) The SLCU recommends that Iowa adopt available opportunities
‘to implement consumer direction in the LTC system, including,
but not limited to, Service Voucher and Counselmg and Money
Follows the Person.

7 The consumer responsibilities typically considered to be key to consumer direction -

- models include: l)recrultmg, hmng, and training a worker; 2) deﬁmng the aide’s duties
and work schedule; 3) supervising the aide in specific tasks; 4) giving performance
feedback; and 5) firing the aide if his or her work is unsatisfactory

8 "Improvmg the Quality of Medicaid Peronal Assistance Through Consumer Direction,’ Datawatch, 26
March 2003.

9_ Health Affairs, Counseling on Personal Care, Services and Medicaid Costs in Arkansas,

ABSTRACT: The Service Voucher and Counseling Demonstration gives Medicaid beneficiaries who are
eligible for personal care sérvices a consumer-directed allowance in lieu of traditional agency services.
Using survey and Medicaid claims data on 2, 008 adult applicants randomly assigned to treatment or

* control groups, we find the program incredsed the receipt of paid care but reduced unpaid care. The
treatment group had higher Medicaid personal care expenditures than controls did, because many controls
received no paid help, and recipients obtained only two-thirds of entitled services. By the second year after
enrollment, these higher personal care e.xpendltures were oﬁfset by lower spending for nurszng homes and
other Medicaid services. .
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2) Communlty Based Services: 93% percent of older Towans prefer to .
- . remain in their homes and communities as they age and need services. Many
* barriers inhibit an effective rebalancing of the use of institutional care and '
" HCBS care. Nursing homes are a mandatory Medicaid service, while HCBS
programs require a waiver. They-require rigid budget neutrality, annual
reporting requirements, reauthorization every 3-5'years. Those eligible for

‘the HCBS waivers must be nursing home eligible, preventing the use of -

Medicaid to target those who with some preventive services might avoid oF

delay 'nursing home eligibility. States are prevented from providing selective

services to targeted populations with special needs. People either get all

Medicaid services or none. And Medicaid allows for payment of room-and-

board in nursing facilities but not in- commumty settlngs such as aSS|sted

living or foster care homes. -

a) The SLCU recommends that Iowa press for changes m the
Medicaid program to expand the states ability to provide serwces
to people in ways which delay and prevent institutional -
placement rather than merely serve those aIready ellglble for
institutional care.

b) “Fast Track Eligibility” for HCBS Waiver serwces o

‘c)- Develop “nursing home transition programs” to help people

' return to their homes and communities by amending Medicaid
waivers or Medicaid State Plan to. include tran5|t|on doIIars and
nursing home transition case management. :

d) “Money Follows the Person” type funding strategles that aIIow
people to move from the nursmg homes to communlty based

~ services.

e) Increase the resource limit for Walver clients who want to stay in
their homes so that they can have enough money to maintain the
house,

f) Develop a program to prowde services to Naturally Occurrmg

~ Retirement Communities (NORC). .

g) Establish standards for communities to be “Elder Frlendly o

i) Communities should have some universal design standards
that are of value to all citizens. :

3) Information and referral: Seniors and thelr famllles are very confused
about the long term care system. They tend not to plan well for their
inevitable frailty. Important decisions get made ina crisis. The SLCU
recommends: _

"~ a) more efforts to educate people about the |mportance of- plannmg
~ for their long term care needs;
b). expanded case management services and a umversal assessment '
available for all Iowans. :
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<) a much streamlined system of eI|g|b|I|ty determmatlon and .
assessment of need.as envisioned by the Seamless project W|th|n .
the Department of Elder Affairs should be implemented and
available for all targeted populations. :

- d) Full implementation of the Resource Center Grant from the
Administration on Aging. :

: 4) Careg|vers Families remain primarily responsible for long term.care in the
o United States. Indeed, 75% of Iowans with disabilities currently reside in-
family settings. 44 million Americans currently care for someone with a
disability. This is 20% of the population. This means that family-members:
* provide most of the care which those with disabilities and clder Iowans.
-currently receive. According to a report released April 6, 2004 by. the
- National Alliance for Caregiving and AARP, one out of five U.S. residents
provides unpaid caregiving services to an aduIt The study, which surveyed
6,139 adults and identified 1,247 caregivers, estimated that about 44.4
‘million U.S. residents in 22.9 million households provide care to a family.
member. (Caregiving was defined as unpaid services provided by people ages
18 and older to people older than age 18. Researchers considered caregiving
services ranging from-help with-balancing a checkbook to assistance with
- activities of daily living, such as eating, dressing or bathing.) The study -
found that 48 percent of caregivers provide eight or fewer hours of care per
~ week, and 17 percent say they ;provide more than 40 hours of care per week.
Additionally, the study found that 39 percent.of caregivers are men, higher
_than the 25 percent found in- earlier studies, although. on average, women
spend four more hours caregiving than men do. Researchers estimate that
the value of caregiving services is $257 billion per year. The National Family
Caregiver Support Program :provided $159 million to-families this year, and
the Bush administration has proposed $161 million for FY 2005.. According to
the Census Bureau, the 65-and-over population will increase from 12to21
percent by 2050, most likely raising the number of U.S. residents who will -
‘require caregiving. (The study is available online, at =~
' http://research.aarp.org/il/us_caregiving.pdf."® -

A family based system of LTC, however, is not without costs. . Some of the
most important costs are intangible. 40% of caregivers are spouses who are
- frail themselves -and care for loved ones at-no small danger to their own
wellbeing. The financial cost to caregivers still in the workforce and their
employers is substantial due to lost wages, absenteeism and lost productivity.
70% of caregivers-are women who have many other conflicting obligations -
and duties. Many caregivers Iack the tralnlng, sk|IIs and support to provnde

10 ‘(Korr.lblum, USA Today, April 6; Lipman, Cox News/Arizo’na Daily Star, Apﬁl 6.
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competent care: Pard dlrect care. workers to help and repIace fam|Iy care
givers are in short supply, poorly paid and oven/vorked

a) The SLCU recommends that the LTC system provide support,
. assistance, training and respite for the families which assume
responslblllty for long term care.

~* The increased use of in- home services wrthout adequate standards training,.
- oveérsight and certlf‘ cation-for direct care workers raises concerns about
quality and abuse. The lncreased use of non-certified staff in consumer
* directed home care settings increases the. chance that people will experience
substandard. care or worse. Many caregivers are professionals who receive
“extensive training for the skills necessary to care for people with dlsabllltles
and with the frail elderly. h :

B The future-demand for this workforce far outstrips the supply of those willing
. and able to work in this field, ‘Current pay levels do.not draw enough people
‘ into and retain enough exnstrng workers to meet the current and future need
- forcare-givers. Furthermore, the advent of consumer direction in long term:
~ care-may allow consumers to hire: poorly quallf‘ ied people rather than rer on

- the shnnkmg pool of professronal careglvers .

' b) The SLCU recommends that we contlnue to partner with the
. Iowa Caregivers Association and espeC|aIIy their Better Jobs
Better Care grant to‘'ensure that trends in consumer directed care
not erode the quality and wages of caregivers. The SCLU also
- supports ICA’s efforts to expand the Iowa Nurse Aide Registry to
“include other direct care workers. Currently, only nurse aides
~ working in: nursing facilities are required by federal law to be on
~ the Registry. The new Reglstry ‘could potent|ally include in |ts
‘data bank a pool of personal assistants seeking employment -
“‘through the Cash and Counseling model. The SCLU also supports
partnership with the minority communities to promote
caregiving as quality jobs for recent immigrants.

5) Managed Care Nursnng homes represent the longest running and most

- consistent use of managed health care strategies iin the: United States. -

Recent attempts to remove from nursing homes those who are less frail and
i need.of services have disrupted the capitation rates by raising the average
~ acuity of residents. That overall-costs continue to rise dramatically indicate

that this “creaming of the healthy and wealthy from nursing homes has not -
~ reduced overall system costs even if it has reduced costs for those removed

to Iess expensrve options. The pnncnpals of managed care (capltatlon and
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“managing” care) remain valid and effective at restraining costs and
improving quality by providing only the services necessary to improve health
status. Fee for service systems carry perverse incentives-for providers who.
gain from providing care rather than fori improving health outcomes.
‘a). The SLCU recommends that Iowa explore managed care optlons
such as PACE for the provision of LTC.

b) The SCLU recommends that the Case Management Program for
the Frail Elderly (CMPFE) be used to manage the care component
of. affordable assisted living programs where services are _

- separated from housing and billed: dlrectly to Medicaid and the
. Elderly Waiver program. .
. €) The SLCU recommends that a study be commissioned to assess
~ the true costs for home and community based services for a ‘
variety of acuity levels to determine the extent of the savings for
providing long term care in the commumty rather than in an
_institution.

6) Housing: Increasing numbers of the disabled and frail elderly will live in non-
institutional housing. But large numbers of Towans will continue to have too-
few resources to afford the modifications which enable them to live safely in
their own homes, not to mention the even more significant costs of
‘residential care. Iowans need affordable options for those who need
residential care and assistance with home modification for those who want to
“remain in the community.  Many innovative ideas (often captured under the
rubric “Universal Design”) exist to remodel existing homes and build new
ones which accommodate the needs of those with disabilities. Innovative
~ programs such as the Comlng Home Project currently funded in Iowa by RWJ
- promise to make residential care available for those with limited resources. It
- would be very helpful if Medicaid, or. other public source of money, paid for
home modlﬁcatlons which might delay or prevent |nst|tut|ona| placement

Technology may also -gre_atly.add t0-a home_s‘-safety' and con_ven_lence TEwill
~ likely be possible for the home of the future to have technology which

passively monitors a person’s whereabouts, movement and even health
‘status to relay to caregivers. Various new appliances offer ease and safe

~* operation even for the frail, fumbling fingers of an older person or disabled

- adult. Communication devices hidden in fixtures allow environmental control
with voice commands and preprogrammed operational commands. ‘
Computers will soon sense your entryto a room and turn themselves on,
‘anticipate or even request your wish to send an email, planyour calendar, -
prepare a meal, or create a shopping list for items in short supply. :
Unsolicited, they will remind you of favorite TV programs, cultural events and’
other important dates for grandchildren’s birthdays and soccer tournaments.
“Chips in food packages will signal the.cash register to ring up the proper
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price, control the refrigerator-for proper storage and tell the oven the cooking
time and temperature as well as keep track of the day’s dietary needs and
~add it's own replacement to your shopping list. Technology has only begun
to transform our lives, making them more convenlent and safe for older
people : '

o a) The SLCU recommends that the state government support efforts
- to make housing more available, affordable and accessible for
older Iowans and those with disabilities. .
1) Itsupportsthé efforts of the Iowa Finance Authority to lmplement
affordable assisted living options which combine subsidized-housing
-and Medicaid Waiver services to low income older Iowans and disabled
adults. :
ii) It recommends burldrng codes whrch include accessibility and
“visitability”*? standards so that increasing numbers of homes are able
- to accommodate those with limited mobility.
m) It supports the efforts of DEA and-others to promote the use of
universal design in all new-homes built in Towa. :
b) The SCLU recommends that state government heIp older people
learn about and acquire adapt|ve technologies which allow them
to live in their own homes more safely and convenience.

 7) Quality: Quality in- home and community based services is often an elusive
‘target. It's difficult to define and measure. Consumers tend to focus on
o mtangrbles like friendliness.and. helpfulness while: regulators stress training
~-and process. Institutional care also- proves difficult to assess-in ways which
‘truly measure what people expect and require. People assume nursing
- homes will be- safe and hygienic. What they want is a-home-like environment
which supports them as individuals with worth and dignity. The Personal-
Experience Survey (PES) from Medstat and the Culture Change movement in
- nursing homes are examples of innovative efforts to improve and measure
. quality in long term care by focusing on the experience of residents and
_program participants rather than regulatory requirements. In addition,
" inherent in consumer directed care is the danger associated with a lack of
~ oversight, training, and certification of care givers..
a) The SLCU supports efforts by private and governmental units to
. measure and encourage the kind of quality in long term care
“which helps people make mformed ch0|ces about how to rece|ve
‘long. term care serwces. . ' :

. 1 Among the many references for such futuristic home technology is the Article in the February 23, 2004>
issue of the Wall Street Journal, Inside the Home of the Future. :
12 «yisitability” refers to the accessibility of homes by those who “visit” even those who live there do not

. require accessiblé. Anaccessible bathroom on the ground floor of all new construction would make life

much easier for the handicapped and disabled guest, as well as improve the resale value of homes. |
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_ b) The SCLU recommends that DIA and DEA cooperate to ensure
that lnformatlon about certification reports, monitoring visits;
complalnts investigations and other information valuableto
.consumers be readily available on department Web sites.

¢) The SLCU recommends the development and implementation of

' reasonable standards for oversight of consumer directed care.

d) The SCLU recommends that Demonstration projects in long term
‘care be allowed which create truly resident centered, home like
care using principles of what's called “culture change” and other
concepts to make nursing homes more like homes and less like

' hospita-ls. :

8) Case Management for the Frall EIderIy (CMPFE) The case management
- system in Iowa is:a partially state funded initiative which provides a range of
services which help the frail elderly determine needed services and providers.:
Case managers located in the area agencies on aging assess client needs with
.the goal of providing those services-which maximize the ability of the client to
choose which services he or she will receive and where he or she will receive

-~ them. The goal of the case management system is to-intervene early enough
_ to prevent or delay |nst|tut|onal placement. Most people prefer to avoid
nursing home stays as long as possible.. CMPFE is a program in state
government which attempts to.honor these preferences The cost savings to
_ individuals and-the-government when mstltutlonal pIacement is av0|ded or
- delayed are significant. . :
- a) The SLCU recommends the foIIowmg changes in CMPFE to
- 'continue re-balancing LTC in favor of home and community
based services:

i) The implementation of a: universal assessment process. .

ii) The admissions law should be changed to narrow the criteria for
admission to a nursing facmty and to prefer a home and community
based setting.

iii) Adequate reimbursements for case management services. :

iv) Some accommodation for high vacancy rates in nursing homes should
be a part of the rebalancing effort to facilitate a smooth transition to a
decreased rehance on institutional care.

v) A state wide system of case management needs coordinated and
uniform administration to ensure consistent quality and adherence to
~the goal of rebalancing.” This need not be one entity, but it must have

. some sort of central admlnlstratlon, coordination. and training.

Vi) Home and community based services are not yet sufficiently available
to meet the increasing demand for their services which a rebalanced
system will require. It may be that various subsidies and other

- support will be needed to help develop the quantity and quality of .
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HCBS. ‘Some nursing homes need to convert unused capacity into - -
HCBS and new ventures in HCBS need technical and financial .
‘assistance to create added capacity. The Department of Elder Affairs
and Human Services should create the capacnty to respond to th|s need
for technical assistance. _

vii) The long term care system should also provnde support for assistive
devices and home modifications which can enable disabled and frail

_ people to remain independent and in the community.

9) Consolldated Serwces for the Disabled and Elderly PoI|cy and

- .. administration of programs for the elderly and disabled are currently spread
‘among several state departments. This has restricted the state’s ability to
coordinate policy and adopt new and comprehensive ways of delivering
‘'services. The states that have been most successful at progressive reform of

~ the LTC system. have enjoyed better coordlnatlon Iong term pollcy and service
~ delivery.

~a) The SLCU recommends that mcreasmgly LTC policy development

.. and service delivery be coordinated through entities such as the
‘Senior Living Coordinating Unit and other cabinet level groups .
which enable the responsible departments to share mformatlon and
 develop policy more: effectlvely : :

, 10) Meanmg and Significance: Older Iowans continue to need more than ]ust
~ adequate nutrition, medication management and socialization (the usual
three legged stool of long terr care). They also want to stay engaged |n
meaningful mental, physical and spiritual activities and invested in their
" community. Older people and disabled adults contlnue to have sexual desires
-which are often denied expression in long term’ care settlngs Many people
‘will continue to seek employment opportunities as they age, perhaps even
~ while in an institution. In fact, older workers will grow as a percentage of the
~labor pool over the next decade and beyond because older workers are
choosing to prolong their working years at a time when the oldest baby:
-boomers are approachlng their-sixties-and the share of workers ages 25-54 is
projected to. decline.’® Older workers Wl|| continue to need the money, social
interaction and meaningful activity which employment offers. A recent AARP
~ working in retirement study indicates that 70% of workers who have not yet
~ “retired report that they plan to work into their retirement years or never
retire. And the top motivations for working retirement included net only the
" need for extra money but alsoa general desire to work.for en]oyment to
have something interesting to do and to stay: physically active.’*. Those who
_earn their living W|th the|r m|nds personalltles and creat|V|ty WI|| want and -

. 13 «Staying Ahead of the Curve 2003: The AARP Working in Retlrement Study, copy right 2003 page 10.

.14 AARP; Staying Ahead of the Curve: The AARP Work and Career Stuafv (Washington, DC: AARP, 2002).
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-need to-be employed long. after traditional retirement. Indeed, retirement
will no loriger be an extended leisure period but a. time of. continued
‘engagement with all the activities that make life meaningful and significant.
. Long term care should maximize people’s attachment to the community by
- . encouraging involvement in churches.and civic groups, volunteerism-and
- education, travel and entertainment. Retirement should be a time for older .
-Towans to find meaningful activities |n employment volunteer activities, and
engagement in the civic life.
-a) The SLCU recommends that senior employment programs expand
- to meet the needs.of older Iowans for continued employment
.and that employers be encouraged to recognlze the value of
_ older workers.
: b) The SLCU recommends that. state government help Iowa develop ’
- as a place where seniors can stay engaged in activities that
nourish their spirits and minds through. meaningful life-long
learning, volunteerism, employment and recreation.

c) The SLCU recommends that the state adopt employee and
pension policies which encourage older workers to stayin the
work force by eliminating penalties for re-employment in IPERS, .
adopting flexible work schedules, and. adaptmg the workplace to
accommodate the needs of older workers. .= :

ed) The SLCU recommends that the long term care system explore
- ways to allow the expression of the Ieg|t|mate sexual needs of
~older Iowans and adults W|th d|sab|I|t|es :

11) D|ver5|ty Older Iowans will increasingly - create non—tradltlonal partnershlps
as they make retirement -and long term care decisions. Older sisters, mother-
daughter combinations, same sex couples, co-habiting heterosexual couples
and caregivers to frail or disabled adults and their clients, among others, may
increasingly wish to be considered a “couple” with the same rights and
privileged as a traditional married, heterosexual couple. These groups of
people currently are disadvantaged by-a system which allows married couples

. distinct financial and legal advantages over unmarried _partnerships. ‘Married

- couples often get opportunities for joint decision' making, rights of B
survivorship and continued-occupancies, and better. pricing of services. Non-
traditional couples deserve equal treatment and opportunltles in these and
other regards. ‘ , .

Towa will become increasingly diverse as immigrants and minorities increase
in their percentage of the population. People from Hispanic countries,

'Southeast Asia and Eastern Europe all bring their own peculiar cultural .

" traditions and values. about aging. They will present demands and provnde

- opportunities for aging services that need to be explored The workforce of
‘those serving. frall and. dlsabled Iowans is likely to come’ mcreasmgly from
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- ethnic and racial minorities and from recent immigrants. A diverse workforce
serving. a diverse client base must be culturally competent :
a) The SLCU recommends that Iowa encourage the long term care
 industry to offer expanded opportunities for non-tradltlonal
couples to receive equal treatment.
b) The SLCU recommends that Iowa explore ways to mclude
- dlver5|ty tralmng in LTC currlculums

o 12) Transportatlon Autonomy and ch0|ce reqU|re avallable and affordable _

' transportatlon ‘People in. their communities and in facilities need convenlent _

access to services which enable them to be mobile:

- a) The SLCU recommends that the state explore ways to prowde
public transit for more frail elderly and others by designing roads
and highways so that they accommodate the changing ablllty of
older people to drlve safely

13) Eider Abuse, Neglect or Explmtatlon Elder abuse is one of the most
under-recognized and-under-reported social problems in the United States. It
is far less likely to be reported than .other types of abuse due to the Jack of
public awareness-and understandlng According to the Fall 2003 ‘Journal of
National Academy of Elder Law Attorneys, 84% of elder-abuse cases go *
unreported and 40% of all elder abuse |nvolves some form of fi nanC|aI
exploitation.

We become more vulnerable as we grow older due to the infirmities of aging.
~ " The rate and extent to which this occurs varies from person to person. Many
~ individuals have family, friends and resources to provide them-with

aassistance. Many-others do not have such resources. Both scenarios can

‘become breeding grounds for incidents-of abuse, neglect and exploitation.

* These unsafe situations may stem from: caregiver stress, ill prepared and-

* untrained caretakers, or pure crlmlnal activity. The continuum of potentlal _
victims, victims, and perpetrators is as vast as are the reasons why someone
becomes a victim and why someone victimizes another. In order to address

- these issues and to provide a safe and healthy environment for this at risk
population, it is vital that a comprehensive adult protective systembe ~
-developed by comb|n|ng available resources and partnerships.
a) The SLCU recommends that a hollstlc, comprehenswe system
~ addressing the areas of prevention, detection, intervention-and
‘reporting of elder abuse, neglect and exploutatlon be expanded
- statewide through the Elder Abuse Initiative. This initiative
educates individuals at risk; commumtles, providers and other
~ stakeholders of avallable options and assistance, mcludmg legal
assistance, services, housmg, and employment
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b) The SLCU recommends that the state adopt policies and
legislation to increase the safety of individuals experiencing
abuse, neglect, or exploitation. The Ieglslatlon would include

enhanced criminal penaities for violations against. individuals
aged 60 or older or dlsabled adults of any age.

14) Legal Asswtance Aglng and dlsabled people experlence mcreased need for
legal help. Issues surroundlng advance directives and plannmg for potentlal
~ incapacity, guardianship, conservatorship, powers of attorney, Medicaid
application and appeals, residents rights, fair housing, consumer protection
-and discrimination based on age or disability are all areas where individuals
may need.legal advice, counsel or representation.

Some older Iowans and disabled adults may experience impaired decision-
making relating to their personal caré needs or financial management. Our
state does not currently have an organized system’ of assisting individuals in
-~ need of decision-making if they have no family or friends available to help. A
public guardianship program would assist many older Iowans. receive the
- decision making help that they need relatlng to long term care services and
supports. e

Many older Iowans and disabled adults may be vulnerabie to scams, fraud,
~abuse and neglect. The wide range of programs offered through consumer
_protection and advocacy programs that are part of the aging network- ‘may
~ help those Iowans. ‘'Whether the issue relates to abuse or neglect within the
~ long term care system or-by a family member or contractor or whether it is
serving as a resource and clearinghouse of mformatlon on Medicaid eligibility,
Medicare payment or appeal, suspected fraud related to payment of claims
~ under Medicare.or Medicaid, suspected abuse of financial instruments or the
‘need for substitute decision making documents such as health care powers of
attorney, living wills or guardianship, legal advocacy is a part of what all .
persons entering the long term care system need.

The SLCU recommends a public guardlanshlp program to assist
older Iowans receive the deC|S|on makmg and Iegal help they need

. The SLCU recommends addltlonal funding of Iegal asmstance
programs for the elderly and dlsabled to meet their Iegal advocacy
needs. :

15) Continuous care retirement communities are a popular option for many

older Iowans. They enable people to make arrangements for the progressive
decline in physical and mental ability which all will experience. Making,
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-arrangements and decisions well in advance of a crisis reduces the trauma of
increased.dependence on care and raises the Irkellhood of successful
~ placement in approprlate settings as needs increase.’
a) The SLCU recommends that continuous care retlrement
- - communities be- encouraged to expand their services to
" additional social and economic groups so that more people can
" plan.well in advance for the decline in phy51cal and mental
- capacity that often accompanies aging.
b) The SLCU also recommends that the statues and adm|n|strat|ve
 rules which govern the operatlon of CCRCs be examined to
" 'facilitate thelr ability to serve older Iowans and protect
' consumers ' . :

16) Healthy Aging: Healthy Aglng Healthy aging is supported by good nutrition
and physical activity. Good. nutrition is essential to the health, self-sufficiency
- and quality: of life for people as they age. For example, consuming an
: adequate diet reduces risk of cancer, heart disease, osteoporosis and obesity.
. Unfortunately, many older adults do not consume the recommended levels of
- nutrients. In Towa, only 33% of older adults report eatrng the recommended
~ five servings of fruits and vegetables daily. The consequence of poor nutrition
~ status is the hastening of many diseases associated with aging. As older
adults chronically consume an inadequate diet, they are more likely to have
-an unhealthy weight; experience decline in both mental and physical health,
and have a higher risk of dying.. Nutrition services such as congregate and
home:delivered meals improve daily intake of ‘nutrients. The cost of providing.
‘meals for one year is equivalent to one day of hospitalization. Nutrition-
education and nutrrtlon counselrng have been demonstrated to reduce health. -
' -care costs. :

_ Regular physical activity improves physical functioning and may reduce
~ falls significantly lower risk of hip.fractures. Additional benefits to older adults
- include improvements in blood: presstire, diabetes, cholesterol levels,
osteoarthritis and cognitive function. Physrcal activity is related to postponed -
disability and independent living. Encouraging physical activity in older adults
-can help |nd|V|duals reach and maintain their highest level of function and
quality of life. All levels of actrwty are beneficial and it is never to late to
- receive these benefits.”
- .a) The SLCU recommends that efforts be made to |mprove the
. performance of congregate meals and home dellvered meals and
that nutritional counseling be added as an eligible service under
the Elderly Waiver Program and that more senlors be enrolled in
the Food Stamp Program

, 15.0ne valuable _resource for consumer mformatlo_n about CCRCs which also has links to other government
-and industry association information is from AARP: http://www.aarp.org/confacts/housing/ccre.html.
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17) Future Issues
a) Mental Health i

i) Older people suffer many undlagnosed and untreated mental health _
problems. Some of these problems are masked by serious illness and
hidden by the normal reaction to the inevitable losses of aging.

" b) Rural concerns |
i) Rural areas experlence a loss of populatlon and economlc well bemg 3
: which make the provision-of services difficult.
' €) Who pays for long term care
' (1) Will we continue to require |nd|v1duals to finance their own Iong
- term care needs or will the public financing of long term care
expand to pay for more than those with V|rtua||y No resources (Ieft)
to pay forlong term care.
d) Physncal Laborers
- (1) People who labor for a living in ]obs wh|ch require phyS|caI effort
often experience more health care needs at an earlier age and are
- prevented from workmg longer to compensate for lower life time
_ - -'earnings. |
;e) Death and Dying _
: i) - Will Americans continue to aIIow the heaIth care system to extend life
‘without protesting? Itis entirely possible that Americans will want to
~ have control over the time and manner of their dying. This presents
: .- enormous ethical dangers and dllemmas
- f) Caregiver workforce :

i) The supply of. people wnlllng and able to work for the Iow wages paid
caregivers does not-begin to meet future demand. Iowa must be able
to recruit and retaining a-new source of people to provide direct care

~ to disabled adults and the frail elderly
g) Consumer Education

i) People need lots of heIp makmg the necessary choices in |ong term
care. They need encouragement and assistance to plan for their
eventual Iong term care needs.

18) Conc|u5|on _
‘ - Towa must come to grips with the challenges of the disability and frail
---elderly demographics. The financial drain on government budgets for
‘services to the-frail elderly and disabled adults demands action. The costs |
aging and disability are no less tragic for personal and public finances.
~ Towa must also ensure that no older person nor disabled adult be lonely,
.heIpIess or bored. The solutlon to the challenges of aging and ‘disabled
services will be found in increased use of consumer direction, home and
community based services, and managed care. An increased sense of
eollective responsibility to assist each other afford adequate long term
care service would help a.great deal. Iowa must expand the range of
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choices and opportunities of disabled and older Towans to find affordable
i options-to -stay indepe'ndent, autonomous and engaged in life.

19) Performance Measures:

a) Decrease in the number of nursmg homes in Iowa.

'b) Decrease the hursing home census.

¢) Change in the ratio of nursing home care to EIderIy Waiver expendltures

in the Medicaid system. _
d) Increase the average acuity level of nursing home residents:
"@) Increase in the number of nursing homes who adopt “Culture Change”
f) Increase the supply of HSBS prowders '

flKaskie,' page 11

R Money spent‘in Me’dicaid'

T SEY 1993

“SFY 1998

SFY 2003

1. for-all Medicaid Services  $912,736,443 $1 280,918, 908 $2,007,826,;315
2. onthe dlsablllty population within Medicaid. | 425,675,632 626, 503 421 966,658,633
3. on the elderly population within Medicaid =~ | 294,264,231 |' 430,582,296 | 629,817’,495'
4. on the elderly population for instit_utiq‘nal care 2_0_7,0_65.,209 2-_99;331,-089 | 383,893,187 |
5. onthe disability po‘pulation for institutional *N/A| 278,404,487 | 313,350,287
care - T L _

[6. onthe elderly- waiver services - 90,424. | "7‘ 257,712 ' 25,118,681
7. in each of the other waivers 2,297,275 . 62,440,964 . 150,711,085
8. in each of the non-elderly waivers for those. 39,631 3 688, 247 "~ 11,047,036
over 60 ‘
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Towa Long Term Care Medicaid is a partnership between Iowa and the Federal
Government which allows the Iowa Department of Human Services to provide a
continuum of medical services to needy Iowans that:

> Pays Iowa Health Care providers about $2 billion a year to care for, on av'érage
275,000 Iowans each month who can t afford to purchase health insurance which
meets their health care needs.

- o About half of the Iowans receiving health care through Medicaid are
~ children.
o Health care spending for elderly and disabled Iowans however, accounts
for about three quarters (3/ 4) of the total cost of the program.

» Provides substant1al financial support to Iowa counties. to fulfilling their
' longstanding respons1b1l1t1es to care for the mentally challenged and those w1th
developmental disabilities

The Terms of the partnership are set out in the Towa “State Medicaid Plan”. Th1s is a very
lengthy document which:

- » Explains how the lowa Medicaid program works who is ellglble reimbursement
methods, and so forth; and

> Certlﬁes that Iowa is aware of, and coinplies with, Federal Medicaid ruies.-
. Every State’s Medicaid program is unique- but they all have a lot in common.

~ » Overall, lowa’s program has more generous eligibility rules than programs in
~ other States — but its guidelines are certamly far more restrictive than those of
some states.

~ % Overall, Iowa’s program is quite comprehensive in the services that it covers. (If
you compare Medicaid’s covered services with those of a commercial insurance
* plan, Medicaid appears more generous. But that is largely due to the fact that
-Medicaid pays for an array of long term care services for low income elderly and
~ disabled.) '



- Who is eligible for Medicaid Long Term Care Services in Iowa?

What kind of care do they receive?

HOW much does it cosf?.

> Elderly (36,872 Iowans) with family income below 73% of FPL and no more
than $2,000 (single)/$3,000 (couple) of countable assets and .
o Frail elderly (i.e. those eligible for nursing facility level of care) living in
the community with i incomes to 300% of the SSI level (Wthh is equal to
~ 221% of FPL).
o Elderly living in nursmg homes with incomes to 300% of the SSI level.
o Elderly with income below 65% of FPL and nor more than $10,000 of
countable assets and with extraordinary medical expenses.
o Qualified Low Income Medicare Beneficiaries (QMBs). Medicare ellglble
- Iowans with family income to 100% of FPL and no more than $4,000
single)/$6,000 (couple) in countable assets. Medicaid pays the Part B -
premiums and Medicare co-payments and deductibles. |
o Specified Low Income Medicare Beneficiaries (SLMBs). Medicare
eligible Iowans -with family income to 120% of FPL and no more than

$4,000 (single)/$6,000 (couple) in countable assets. ‘Medicaid pays the
- Part B premiums only.

- o Disabled (58,494 Iowans) with family income below 73% of FPL and no more than
$2,000 (single)/$3,000 (couple) countable assets and:
o MR/DD Adults with family incomes to 300% of SSI.
o Adults with AIDS and/or Traumatlc Brain Injuries w1th family incomes to
300% SSI. .
o Working Disabled with family incomes to 250% of FPL.
o Disabled with income below 65% of FPL and no more than $10 000 of
- countable assets and with extraordlnary medlcal expenses

Are there any low i income Jowans who are not covered' by Medlcald?'

> Single individuals and childless couples (i.e. no minor children) between the ages-
of 21 and 64 are not covered by Medicaid no matter how little income they have
—unless they meet the Social Security Act’s definition of d1sabled

> Towans who can’t afford health insurance; but don’t meet the income and asset
tests for Medlcald



“Federal Poverty Levels

Monthly Income Limits'
Poverty Level |
| 1 | 2 | 3 | 4
65% $504- $677 $849 $1,021
73% $566 $760 $953 $1,147
100% $776 $1,041 $1,306 $1,571
120% $931 $1,249 $1,567 $1,885
133% $1,032 $1,385 $1,737 $2,089
200% $1,552 $2,082 $2,612 $3,142
250% $1,940 $2,603 $3,265 $3,928
Optional Medicaid Services Chosen by Towa?

Yes or No




19 Christian Smence Sanatorlums

Z|Z

20. Emergency Hospital Services (Note: Provided in a hospltal

| which does not meet the condition for participation under

| Medicare or the services don’t meet the deﬁmuon of inpatient or -
outpatient hospital services.) :

21. Personal Care Services

24 Resplratory Care Services

MEDICAID LONG-TERM CARE PROGRAM SUMMARY

Intermedlate Care Facility - $391,749,671

~ Provide the necessary care and services to attain or maintain the hlghest practicable
physical, mental and psychosocial well bemg of each resident, in accordance with the
-resident’s assessment and care plan. Services include nursing, social work, activity
programs, individual and group therapy, rehabilitation or habilitation pro grams nutrition,
‘comfort, grooming, medical equlpment and supphes specified nonlegend drugs and
.transportatlon

Home and Community Based Services Waiver Programs
Provides service funding and individualized supports to maintain eligible consumers in
- their own homes or communities who would otherwise require care in a medical '
institution. These programs are limited to certain targeted consumer groups. Medlcald
waiver program services are hmlted to certain target groups

Waiver Program o Dollars : - Begin Date
Elderly o $31,267,081 8/1/90,
Ill&Handlcapped . $14,163,390 10/1/84
Brain Injury = $7,151,614 | 10/1/96

| Physical Disability | $1,578247 - - 8/1/99
AIDSHIV. -~ 1$328707 - 7/1/92
Mental Retardation =~ | $159,014918.. - 13/1/92




' ,TOTAL ANNUAL COSTS IN $M FOR Nursmg Fa0111t1es and Home and Commumty
‘Based Serv1ces Individuals.

Fiscal Year |'NF Costs : | HCBS Cost's
1999 | $326M $85M
| 2000 o $356 M B $103M .
12001 | I | $369M - o $12aM
{2002 . |$38M 1$152M
2003 S $398M . [ s17eM
12004 _1$392M - $214M°

The average monthly number of cllents/ellglbles accessmg nursmg home serv1ces and
HCBS services: ' : : :
| NF Clients HCBS Consumers
FY 04 13,951 14,098

The Total Annual Cesté,in $M for Nursing Facilities and HCBS:

: _ NF Clients HCBS Consumers
_FY 04 $391.7 $2135

The average ‘monthly cost per client for Nursing Facilities and HCBS:
' - NF Clients ‘HCBS Consumers
- FY 04 $2383 - . $1262 ' '

'Skllled Nursmg Facility — FY 2004 $14,011,455 ‘

- Provide the necessary care and services to attain or maintain the hlghest practicable
physical, mental and psychosocial well being of each resident that requires skilled
services. Services are provided in accordance with the resident’s assessment and care pan.
Services include nursing, social work, activity programs, individual and group therapy, '

- rehabilitation or habilitation program, nutrition, comfort, grooming, medical equipment

, and supplles specified nonlegend drugs and transportatlon

_Nursrng Facility for the Mentally 11 - $3,182,108

- Provide the necessary care and services to attain or maintain the hlghest practicable -
physmal mental and psych03001a1 well being of each resident who are persons with a
serious and persistent mental illness who also require nursing care. Services are provrded
in dccordance with the resident’s assessment and care plan. Services include nursing,

- social work, activity programs, individual and group therapy, rehabilitation-or habilitation

- programs, nutrition, comfort, grooming, medical equ1pment and supplles specified
nonlegend drugs and transportation.




- Intermediate Care Facility for Individuals with Mental Retardation - $207,366,066
- Provide the 24-hour care and services with continuous active treatment for individuals
‘with mental retardation 1in accordance with the resident’s assessment and care plan.

Home Health -'$70,446,361 .
Provide an appropriate alternative to unnecessary institutionalization. The services

- provided in the Patient’s home by a registered nurse, a licensed practical nurse, a home
health aide, a speech therapist, a physical therapist, an occupatlonal therapist, or a social
- worker employed by the agency.

" Adult Rehabilitation Option (ARO) - $30,308,635 -
“Provide services that include rehabilitative skills training and support for chronically
" ‘mentally ill individuals to promote their ability to be integrated in the community and
avoid intensive and expensive levels of service such as mpatlent psychlatnc
hospltallzatlon

Targeted Case Management - $19,422,286 -
* Provides for the coordination of services for individuals who.are chronlcally mentally 111
mentally retarded or developmental dlsabled Individuals who utilize this service need

~ .service coordination by a case manager due to their d1sab111ty, as they are unable to

function in the community independently. The targeted case manager assists the
individual by identifying their strengths and arranging for assistance to either manage the
- disability or to assure basic needs are being met.

Hospice — This program serves approximately 1000 hospice recipients. To be e11g1ble for
the hosplce program, an individual must be diagnosed with a terminal illness that if the
illness runs its normal course, the patient has a life expectancy of six months or less.

- Chents receive palhatlve services during their terminal illness.

Al regular Medicaid Services :

Provides services including Phy31c1an Chmcs Podiatric, Family/Pediatric, Certlﬁed Nurse
Midwife, CRNA, Birth Centers, Family Planning Clinics, Psychologist, Transplant,
Sterilization, Audiology, Pharmacy (drug and supplies), Durable Medical Equipment,
Hospital (inpatient and outpatient), Dentist, Emergency Room Services, Ambulance,

~ Hearing Aids, Optical & Optometric Services, Orthopedic Shoes, and Screening Center
Serv1ces . _

- Non-Medicaid Services

Food Assistance Program (F ood Stamps) _
A nutrition assistance program designed to help low—lncome 1nd1v1duals the families buy
and consume nutritional food.




: Res1dent1al Care Fac1l1ty and Res1dent1al Care Fac1l1tv for. 1nd1v1duals with Mental
Retardation - $7,702,016-

- Payment is made for residential care by the rec1p1ent of a State Supplementary Ass1stance

. grant and covers three or more meals per day, living and sleeping quarters, laundry,
assistarice with personal care, general superv1s1on act1v1t1es and soc1al1zat1on experiences.

- “State Supplementary Assistance In-Home Health Related Care - $7 148,000

Provides health care as an alternative to nurs1ng ‘home care. A consumer chosen provider -
provides the services in the home. The services are ordered by the person s-‘physician and
supervised by a registéred nurse. Prov1des in-home health care services to approx1mately

- 1500 persons annually :

Dependent Adult Protect1ve Services - $1,840,471

- Accepts reports of abuse and neglect of dependent adults. Completes evaluations and

assessments on the allegations of abuse and neglect of adults who are not able to care or

- protect themselves. Completes approx1mately 2000 evaluat1ons and assessments of abuse
or neglect annually. Works with law enforcement and county attorneys to prevent person
responsible for abuse from having access to other dependent adults. Creates and conducts

" multidisciplinary teams with local providers to develop care plans for abused dependent

- adults. Makes referrals for services for the abused or neglected dependent adult and person
- responsible for abuse. Provides mandatory reporter training to local mandatory reporters.

" Central Abuse Registry - $82,486 '

. Completes child and dependent adult abuse background checks on prospect1ve health care
employees for employers. Completes Record Check Evaluations on prospective employees
with criminal or abuse backgrounds to determine employability. The Central Abuse

Registry completes approximately 36 ,000 background checks and 4800 Record Check
N Evaluat1ons annually.

Senior Living Trust Conversion Grants

Per Senate File 2298, twenty million dollars has been allocated for F'Y 05 for the Senior
'Living Trust Fund Grants. This funding has been allocated to provide grants to nursing
facilities for conversion to assisted living programs or to provide long-term care
alternatives or to provide grants to intermediate care facilities for persons with mental
~ retardation for conversion to assisted living. | The- FY O'S'allocation-is as follows:

> Up to-25% ($5,000,000) is des1gnated to reduce the numbers of persons in the state-
resource centers and other ICF’s/MR.

> Funding ($7,000,000) will be transferred to the lowa Finance Authority to develop
two revolving loan programs. $5,000,000 has been allocated to further develop
affordable assisted living and housing for seniors and persons with disabilities.
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) $2,000',O0.0 has been allocated to the loan program that will encourage the .ef(pansion
of adult day services, respite services and congregate meals.

Previous Senior Living Trust Fund Conversion Grants

» Grant year 2000-2001
o Grants were allocated to 25 agencies. fora total of $9,974,461.
o Asof 10/03 17 agencies have completed their approved projects. 8 agenc:1es

o have not completed their approved project.

> Grant year 2001-2002 |
: o Grants were allocated to 10 agencies as of 10/03. As of 5/04.8 agencies are .
proceeding with their apphoatlon for a total of $3,080, 000

The Legislature allocated $20,000,000 for these grants of which $16,626,148 has
been taken back by the Legislature. -

New Initiaﬁi'es/Requirements

> IoWa is developing a Preferred Drug List for presoripti'on drugs.

» ITowa is'in the process of expanding 1ts “lock-in” program (controls utlhzatlon by~
. very high end users) :

> Iowa-has planned expansion of its disease management program. -
» Iowa has planned expansion of its primary care case management program.

> The Rebalancing Initiative Grant- :

o To develop a uniform methodology, incorporating person—centered planning, for

- calculating all individual budgets while demonstrating cost neutrality;

o Develop a Independent Support Broker and financial management function to

~ support a self directed service delivery system;

o To provide a statewide marketing campaign about the ava11ab111ty of long term

' care choices to address unrecognized barriers to community integration and to

build the capacity of key stakeholders to 1mplement and utlhze self—dlrectlon in
HCBS.

> The Medicare Prescription Drug (Part D)
'» '>‘ Universal Assessment pre-admission screening tool

B > The Quality Assurance and Quahty Improvements HCBS Grant:
o) To enhance the existing Quahty Framework for traditional HCBS;
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"To evaluate and monitor a consumers success with self directed services.

> Integrating Long Term Supports in Affordable Housmg Grant — Apphcatlon made by
the Iowa Finance Authority

. O

Establishing the “Integratlng Long-term Supports w1th Affordable Housing”
Subcommittee of the Olmstead Real Choices Consumer Task Force;

Holding a Summit on Housing for People with Disabilities each year of the grant

- to assess progress in implementing the Housmg for Persons with Disabilities
- State Action Plan; : ‘

Creating an accessible housing search website that people with dlsab111t1es can

-access on the mtemet or through an-aging and disability resource center;
'_ Prov1d1ng technical assistance to housing developers to create 3 demonstration

models of affordable, accessible housing with access to long-term supports that
can be replicated;

- Reducing barriers for consumers who desire to move from an institution to the

community by providing outplacement counseling and assisting with trans1tron
costs; and

Creating an educational initiative to reduce bamers to homeownership, including

counsellng

> The Robert Wood Johnson Cash and Counselmg ProJect

O
O

O

Expands consumer choice and control over program support expendltures
Creates a system that has the potential to be far more cost-effective and prevents
and/or delays the need for more costly institutional services.

-Creates public policy that has high expectations for individuals with disabilities.

Expands the workforce of personal assistance service providers in the home and
at work. | - |
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. Iowa Department of Public Health’s
' Connection With the Long-Term Care System in Iowa
September 2, 2004

Continuum of Services

Public Health’s contribution to long-term living and healthy aging is truly a population-based .
continuum of services. One of the goals of this continuum is to generate a progressive course in
which populations of the community encounter systems that promote healthy aging that leads to
an overall healthier community. Supported by the Iowa Department of Public Health, local
boards of health and local communities-assess and assure the access to resources that promote
health and wellness in a commumty by identifying specific needs of target populatlons unique to
that community.

Healthy Children

Aging begins at birth. Thus, the continuum for promoting healthy aging by public health also
begins with the youngest population: children. The IDPH has an essential role in supporting
activities that promote healthy growth and developmient of children. Many of the department’s
programs such as immunizations, nutritional education such as “Pick a Better Snack” and WIC,
dental health programs, tobacco prevention programs, and primary- / -preventative screenings
and health care all contribute towards the successful aging and development into a healthy adult.

Healthy Adults

As this continuum continues into adulthood, the department provides services that focus on
maintaining health for as long as possible and early prevention and detection of chronic disease.
Local public health entities are instrumental in promoting healthy communities with campaigns
aimed at reducing the risk of cardiovascular disease or tobacco usé. Screenings for acute disease
such as high blood pressure or elevated cholesterol, exercise programs and walking paths,
nutritional education sessions including weight reduction, adult immunizations, and substance
.abuse prevention program are strategies utilized by public health providers and community
‘partners in creating a healthy community.

Healthy Seniors

Finally, as adults advance in years, they become frailer and are encumbered with chronic disease.
It becomes necessary for communities to provide petsonal health services and home maintenance
programs that will allow the older adult to remain at home for as long as possible. Again public
health is instrumental in assisting older adults to access personal health and home maintenance
services. Through direct service provision or through care coordination, public health identifies
health care concerns impacting the older adult and targets interventions to achieve the goal of
-promoting a healthier aging process. Preventative services such as flu vaccine administration,

. fall prevention programs, home safety evaluations, and foot care clinics aid the older adult in
optimal living. Skilled nursing home visits assist in preventing, delaying, or reducing



1nappropr1ate mst1tut10nahzat10n Home Care Aide and Homemaker services, respite care, and -
.chore services assist the frail elderly to maintain good personal hygiene and activities of daily

~ living as well as maintain a safe, clean environment within their home. Protective services

stabilize a family’s home environment to prevent abuse or neglect of the older aduilt.

" Conclusion

Although policymakers often focus on the short-term needs of the long-term care system, the
role of public health’s model of a continuum of services should not be overlooked in its
" contribution to long-term living and healthy aging. 'Investment in promoting healthy aging now
may reduce the need for and financial burden on the long-term care system in the future.
Collaborative efforts between local and state public health entities provide a strong foundation in
which communities are able to build upon this process in creating healthy communities as a way
of life.
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Background Information for the Long-Term Care System Task Force
from

Department of Inspections and Appeals
September 16, 2004 '

Overview of the Current System
- The Department of Inspections and Appeals (DIA) is a multifaceted regulatory agency charged
with protecting the health, safety and well being of Iowans.

Three divisions of the Department of Inspections and Appeals provide services impacting leng—
term care in fowa — Health Facilities, Investigations, and Administrative Hearings.

The Health Facilities Division (HFD) is authorized under Iowa Code chapters 135C, 231B,
231C, and 231D and associated administrative rules under the Administrative Code agency
numbers 321 and 481 to license/certify, inspect and provide regulatory oversight to more.
than 1200 health care facilities, assisted living programs, elder group homes, and adult day
services programs with capacity to serve over 53,000 persons. Health care facilities include
residential care facilities, nursing facilities, skilled nursing facilities, intermediate care
facilities for the mentally retarded, residential care facilities for the mentally retarded,
residential care facilities for persons with mental illness and intermediate care facilities for
persons with mental illness. Some of these health care fac111t1es and programs are located in
" hospital settings.

In addition, HFD is the “state survey agency” for the purpose of determining compliance
with federal certification requirements by health care service providers, such as nursing
facilities, intermediate care facilities for the mentally retarded, hospitals, home health
dgencies and community mental health centers, for participation in the Medicare/Medicaid
programs under the jurisdiction of the Department of Health and Human Services, Centers
for Medicare and Medicaid Services (CMS).

HFD’s statutory and certification duties are discharged so as to ensure the health, safety, and
welfare of those Iowans recelvmg services from the health care providers it licenses and
certifies.

In the inspections performed in skilled nursing fac111t1es and nursing facilities, the Division
must apply the federal statute found at 42 U.S.C. 1396r et. seq. and the federal regulations
found at 42 CFR parts 483 and 488. To guide the Division in the application of these '
complex federal laws, CMS developed the State Operations Manual for Provider
Certification (SOM). The SOM is a comprehensive manual detailing the application of the

~ federal standards and the survey/certlﬁcatlon process. It contains literally hundreds of pages
of instructions for survey staff and superv1sory personnel. The SOM is provided by CMS as
a tool to assist state survey agencies in determining whether nursing facilities are in
compliance with federal regulations.

In Towa, the Division applies the same detailed process in the SOM’s survey protocol when -
_determining compliance with state regulations. Licensure and certification surveys involve



-on-site inspection, fact gathering, interviews, clinical record review, and direct observation of
nursing care, treatment and services by field surveyors. The information gathered in the field
by the HFD’s trained and Surveyor Minimum Qualifications Test (SMQT) certified

. surveyors is transmitted to the central office for both supervisory review and, when
warranted, compliance officer review.

Upon the completion of central office review, three different reports may be issued.. Those
reports are:

¢ Federally-required forms - recite the noncompliance with federal standards -
detected during the survey/complaint investigation, which may result in
federal sanctions; _ '

e State Citation - sets forth noncompliance with state law standards, is only
issued when the Compliance Officer of HFD has determined that the state law
violation is egregious enough to warrant a Class I, II, or III citation and
associated fine under Iowa Code section 135C.36; and,

e State Statement of Deficiencies - recites state law violations that were detected
at the time of survey, but which are not serious enough to-warrant a citation.

HFD also conducts complaint investigations of health care facilities and various provider
programs and entities, following the same state and federal regulations and protocol, as
mentioned above.

An on-line Report Card system is available to the public at https://www.dia-
hifd.state.ia.us/reportcards/. The system provides findings of health care facility
inspections, re-inspections, and complaint investigations, any fining and citation action
taken, and any other adverse action taken against a health care facility. The information
provided by the system is helpful to persons considering available long-term care options,
considering a specific health care facility, wanting to compare facilities or wanting to
know the compliance status of a facility currently caring for a family member or friend.
Because the system is web-based, people in Iowa and other states have-access to the -
information 24/7.

The Investigations Division, Medicaid Fraud Control Unit, conducts criminal
investigations of alleged abuse and neglect of residents in long-term care facilities that
receive Medicaid reimbursements from the federal government. Investigators also
conduct what are known as Divestiture investigations to look into allegations that
residents have been defrauded of personal funds.or possessions. In addition, investigators
investigate allegations of fraud by persons or entities prov1d1ng goods or services being
-paid for by Medicaid. _

When abuse or fraud is substantiated, the Investigations Division works with local law
enforcement officials and state and federal prosecutors to bring the offenders to trial:
This activity enhances the work of HFD related to dependent adult abuse complaints.



In addition, the Investigations Division conducts mvestlgatlons into abuses of publlc

assistance, including food assistance, family investment program, and medical assistance,

conducts audits of resident funds in health care facilities, and conducts collection efforts
* to recover overpaid amounts for the state and federal governments. By identifying and
collecting overpayments, which go back into the programs, resources are more available
to those persons eligible to receive the public assistance. This would include persons
needing long-term care services in the community. |

‘The Administrative Hearings Division conducts quasi-judicial contested case hearings

involving lJowans who disagree with an administrative ruling issued by a state government

" agency. Hearings are conducted in accordance with Iowa Code chapter 17A and specific
state or federal statutory requirements related to an action. Administrative law judges

" (ALJs) listen to evidence provided by the departments-and the affected individuals regarding

actions taken by the agency. After a thorough review of the information, the ALJ issues a

- proposed decision to both parties. The decision is then subject to final review by the director
of the agency involved in the contested case proceeding.

Towa Code chapters 135C, 231B, 231C, and 231D allow a health care facility or other long-
term care provider/entity to appeal the denial, suspension or revocation of a state license or
certlﬁcatlon or other adverse action, such as a fine or citation.

'ALJ s also hear cases regarding the involuntary discharge of a r—eside‘nt. These cases only |
involve the resident and the health facility; DIA is nota party to the case.

New Initiatives/Proactive Efforts o
- In recent years, DIA has taken proactive steps to enhance regulatory activity and oversight.

"« In September 2003, DIA hired a full time General Counsel. This allows legal services to
be on ready call to assist HFD staff, provide training, and handle contested case hearings,
rather than relying on limited availability of an Assistant Attorney General. The individual -

“hired prewously served as DIA’s assigned Assistant Attorney General, who possesses vast
‘experience in health care regulation. The tightening of the Division’s operatlons with this
initiative has prov1ded positive trends

e In December 2003, DIA initiated discusstons with CMS to adjilSt the state match rate for
survey and certification expenditures. This discussion was initiated as a result of recognizing.
that the federal government continued to place more regulatory demands on DIA’s oversight
responsibilities. In March 2004, CMS agreed to adjust the state match rate effective
retroactively to October 1, 2003.

. Funding generated by the adjusted match rate stretched limited state funding and permitted
DIA to seek, and receive-approval, to hire five dedicated complaint investigation surveyors.
Existing, experienced staff has filled these positions. Vacancies created by these transfers
are in process of being filled. '



Dedicating experienced surveyor staff to only conduct complaint investigations has at least
three positive benefits. First, since complaint investigations are time sensitive and the results
can potentially immediately impact the health, safety and welfare of nursing home residents,
having dedicated staff will ensure an effective regulatory presence. Second, the expertise
gained from specialization in complaint processing will undoubtedly have a positive impact
on consistent oversight. Third, staff responsible for conducting annual surveys will not often
be called upon to also conduct complaint investigations. This should benéfit DIA’s ability to
become more unpredictable in the frequency/timing of its surveys, as DIA will be better able
to ensure a consistent presence dedicated to this regulatory mandate.

J In September 2002, the central office 'C'omplaint_-Unit was increased to three experienced
surveyors, federally SMQT trained. Recently in 2004, decisions were made to teclassify two
positions to assist in complaint intake, oversight and consistency. One position will become
a coordinating point between the Complaint Unit, complaint surveyors, the Investigation
Division’s dependent adult abuse investigator, and DIA’s General Counsel. In addition, to
ensure precise tracking of cases and consistent application of regulatory standards, this
position will also assist in “prosecuting”. administratively the heavy informal dispute

- resolution and contested case hearing workload. Another position is being reclassified within
_ the Investigation Division from “field auditor” to “investigator.” This position will be _
assigned to the Medicaid Fraud Control Unit and will investigate provider fraud divestitures,
and dependent adult abuse referrals made from HFD.

e In July, 2003 an additional investigator was assigned to the collections efforts in the
Investigations Division to provide additional resources to collect overpayments made in
public assistance programs which go back to those programs to provide more resources to
those people eligible to receive benefits from those programs.

¢ Generating a “Top 16” list of most troubllng nursing facilities, and maintainmg a
prominent presence in them, has honed HFD’s priorities and reduced serious v1olat10ns at
-these facilities.

. Currently collaborating with the Iowa Caregivers Association and others to expand the
.current Nurse Aide Registry to include direct care workers.

¢ Currently making changes to the DIA and HFD website and database to enhance DIA’s
ability to be responsive to regulatory changes.

e When confronted with a near doubling of complaints, HFD reached out to retired
surveyors to assist with complaint investigations.. Use of experienced and SMQT trained- .

* surveyors-allowed existing staff to conduct timely annual surveys, with 1mproved ability to
be unpredictable in scheduling.

¢ DIA will continue to pursue 'legis'.l“ative initiatives to strengthen regulatory enforcement.



